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THE phase-contrast microscope, a recent 
innovation in microscopy, promises to be 
of great value in cytological investigations. 
This instrument has particular significance 
for the gynaecologist since it may be used 
without any additional laboratory adjuncts 
for the study of fresh cells obtained from 
regions of the genital tract not ordinarily 
visible and in which non-symptomatic 
malignant changes may be occurring. 
These cells can be recognized without 
special techniques and studied during the 
course of a clinical examination of the 
patient. 

It is the purpose of this preliminary re- 
port to draw attention to this microscope, 
whereby cells obtained by smear, pipette or 
scraping techniques may be _ studied 


immediately in the fresh state without stains 
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and to show the ease and clarity with which 
the cytoplasmic structure and _ nuclear 
characteristics of such cells may be ob- 
served. 

Provided reliable criteria are established, 
the recognition of normal or malignant cell 
types with the phase-contrast microscope 
requires no greater experience than that for 
the diagnosis of stained paraffin sections 
and the necessity for a full acquaintance 
with the diverse cell types usually found in 
the vagina does not arise. With such 
criteria this technique will be easily applied 
to the rapid diagnosis of malignant and non- 
malignant conditions in which cell cytology 
is recognizably altered. When this im- 
proved microscope becomes _ genérally 
available at moderate cost the study of cells 
from the gynaecological tract will be 
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possible in the out-patient clinic or consult- 
ing rooms, with as little difficulty as is 
currently experienced in the study and 
diagnosis of Trichomonas or Bacternm 
coh. 


MATERIALS AND METHODS. 


The material used in this study was ob- 
tained from patients in private practice and 
from the clinics and wards under the juris- 
diction of the Department of Gynaecology, 
University of the Witwatersrand. This 
tissue was removed by pipette, blunt 
spoon-shaped small curette, or by scrap- 
ing the vagina or cervix with the gloved 
finger. Thereafter, a suspension ‘of the 
tissue was made in Ringer’s solution. 
This solution was found to be a satisfactory 
medium for the tissue cells, particularly if 
rapidly cooled pending examination. In 
such circumstances, no gross change in cell 
structure occurs even after 24 hours. How- 
ever, in the presence of malignancies, 
particularly, the rich bacterial flora usually 
precluded storage at low temperature since 
the cells undergo rapid lysis in their pres- 
ence. In such cases it is desirable to 
examine the tissue as soon as possible, 
preferably within.a matter of hours. 

The examination of this tissue is best 
carried out within an hour ofits removal. A 
single small drop of the agitated fluid is re- 
moved on to a clean slide and is covered 
with a glass cover-slip. The edges of the 
cover-slip are sealed with vaseline to 
minimize fluid currents and desiccation. 
The tissue is then ready for examination. 
In an effort to duplicate as closely as pos- 
sible the circumstances in which detached 
malignant cells would normally be found 
in the vagina or cervical canal, only those 
malignant cells from carcinomas of cervix 
or endometrium which were cast adrift, as 
it were, in the Ringer’s solution were taken 
for study. So far as normal cervical tissue 
and endometria from benign uteri are con- 


cerned ‘‘ teased ’’’ preparations were made 
in order to obtain standard cell types. 

Because detached cells are not always 
easily identified out of context with epithe- 
lial layers it was decided that only those 
tissues whose identity was to be established 
by ordinary histological methods should be 
utilized. As our experience of these cells 
increased the need for a cross-reference with 
paraffin sections diminished, and it became 
possible to assess much of this material 
with the aid of the phase-contrast micro- 
scope alone. 

In this investigation a monocular phase- 
contrast microscope was available. The 
physical principles of the microscope have 
been described elsewhere (Richards, 1944). 
The light source was a General Electric 
150-watt Spotlight filtered through a 4-inch 
layer of water at a distance of approxi- 
mately 4 feet. A heavy green filter pre- 
vented eye strain when making direct 
observations, but for photography a light 
green filter x 40 was satisfactory. Kodak 
contrast process ortho film g x 12 cm. 
was held in an ordinary bellows camera 
without lenses, at a distance of 40 cm. from 
the objective. A 10x eyepiece was used 
with a 45 x objective lens for reproducing 
vaginal smears, but for all other tissue a 
95x oil immersion objective was prefer- 
able. Time exposure for high-power studies 
was 4~7 seconds and for oil immersion 
5-9 seconds. 

While photographic reproduction is 
entirely unnecessary for observation and 
diagnosis of any tissue it has been used 
extensively in our studies for purposes of 
record, and subsequent presentation. It 
must be appreciated that living cells are less 
easily photographed than fixed cells. They 
rarely lie in a horizontal plane, so that while 
one portion of a cell is in focus the rest 
appears distorted and hazy. Because living 
cells are three-dimensional it is to be ex- 
pected that inconsistencies of structure at 
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the plane of photography are more apparent 
than real, and that this type of photography 
can reproduce only that which is observed 
at a given moment in a limited plane of the 
cell. The movement of bacteria and shift- 
ing debris, undulations of cilia, shifting of 
cytoplasm and granular particles, in 
addition to the very rapid Brownian-like 
movement observed in some cells, add to 
the difficulties of obtaining accurate repro- 
ductions. Because cells may overlie each 
other the resultant picture may not always 
be as clear as in a fixed preparation. It is 
apparent therefore that the only means of 
determining the true cytological character- 
istice of any of these cells is by direct visual 
observation, and that the closest approxi- 
mation to this ideal can be achieved only 
with the aid of cine-photography. 


OBSERVATIONS. 


At this stage of our investigations it is 
not intended to lay down specific features 
by which the identity of the various cells 
which may occur in the mucosal layers of 
the gynaecological tract may be established. 
On the other hand cells have been selected 
to show details which appear to be charac- 
teristic of a particular type of tissue but 
without regard to physiological variations 
in the structures from which the tissue is 
derived. In the case of malignant lesions, 
or at least in the cells derived from tissues 
of proved malignancy, those stigmata by 
which they may be broadly differentiated 
from normal cells will be indicated. Never- 
theless, no specific criteria of malignancy 
have been established at this juncture. 


A. Non-MALIGNANT CELLS. 


Vagina. The cells derived from the 
layers of the vaginal wall show variation in 
size, degree of curling, shape and structural 
appearance comparable to those observed 
in stained smears or unstained prepara- 
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tions where variable light factors are 
applied. Here, however, without staining, 
fixation or alteration of light, the identifica- 
tion of cell structures is easily accomplished. 
Deep cells of the vaginal wall present no 
greater difficulty than the superficial 
squamous’ epithelium. Extra-nuclear 
bodies and the granular cytoplasm of the 
cells are easily identified (Figs. 1 and 2). 
Nuclear membranes and structures are 
especially prominent in some cells and the 
former frequently show flattening of their 
surfaces, giving them a cube-like appear- 
ance. Within the nucleus solid threads and 
chromatin lumps can frequently be seen. 
The ratio of nucleus to cytoplasm varies in 
different specimens of the normal cycle 
(Figs. 1 and 2), and in pregnancy (Fig. 3). 
Direct comparisons of size can be made here 
between cells without regard or allowance 
for such variable factors as shrinkage 
induced by fixation and staining. Various 
bacterial, parasitic and fungoid contamin- 
ants may be seen, when present, at the same 
time that vaginal squames are being 
observed. 

Cervix (Squamous). Teased preparations 
of healthy cervix will show cells from the 
deeper layers of the squamous epithelium. 
Basal cells (Fig. 4) are smaller than the 
intermediate cell forms (Fig. 5). The dis- 
crepancies in size and structure of these 
cells are compatible with their respective 
sites of origin. The more superficial the cell 
the greater is its size and the more easily is 
cytoplasmic and nuclear detail visible. In 
teased preparations such as this, where 
individual cells have not become detached, 
cell outlines are difficult to define, but the 
nuclear membranes are very sharp and 
stand out in bold contrast to the surround- 
ing cytoplasm. 

Cervix (Columnar). The epithelium of 
the endocervix is easily recognized by the 
large and uniform size, shape and structure 
of the cells and their nuclei. The nuclei are 
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all situated in the same relative position of 
the cell, and they are very prominent by 
virtue of their distinct membranes. Figs. 8 
and 9 show such cells which were obtained 
from benign endocervical polyps. 

Endometrium (Epithelial). It could be 
anticipated from a knowledge of the varia- 
tions in the character of endometrial 
epithelium as observed in the stained 
preparations that the cells observed with 
the phast-contrast microscope would 
show great diversity of form and struc- 
ture. These variations exist to perhaps 
a greater extent than those shown in 
paraffin sections, since less clumping 
and distortion of granules in cytoplasm 
and nucleus occurs in fresh specimens 
unaltered by shrinkage and precipitation. 
Figs. 12-19, inclusive, are from endometria 
of uteri which have been removed at or 
about the climacteric for benign bleeding. 

When cells are observed ‘‘en masse ”’ 
only the nuclear membranes are prominent 
(Fig. 12). Cell outlines are not readily 
defined, and therefore the relative position 
of the nucleus is not easily determined. As 
the individual cells tend to separate in the 
fluid medium (Fig. 13) so do their outlines 
become more distinct and the cells now 
appear to be larger in size and their nuclei 
more distinct, since there is no overlap of 
cell margins. 

Gland epithelium shows variation in the 
position of the nucleus relative to the stage 
of the menstrual cycle at which the endome- 
trium was obtained and, in addition, the 
shape of the cells, their size and the amount 
of secretion vary similarly to those ob- 
served in paraffin sections. These variations 
are illustrated in Figs. 13, 14, 15, 16, 17, 
18 and 19. In some cells secretory 
globules can be seen lying either behind 
or in front of the nucleus. Movement of 
very fine granules is a distinctive feature of 
some cells, and localization of an exceed- 
ingly rapid movement is confined to a 
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small, well-circumscribed area away from 
the nucleus. This movement is akin to 
Brownian movement but appears to be 
more rapid, and instead of moving in short 
straight lines the particles describe circular 
patterns. In Fig. 18, small, discrete, 
translucent spaces or vacuoles other than 
the secretory globules previously alluded 
to, are visible in the cytoplasm. Nuclei 
generally possess very sharply defined 
membranes along which clumps of chro- 
matin are visible. This is seen exception- 
ally well in Fig. 14, a ciliated endometrial 
epithelial cell obtained from a uterus which 
had been removed by vaginal hysterectomy 
without removal of Fallopian tubes. 

An incidental finding in our endometrial 


‘tissues was a group of Trichomonas. These 


occurred in a uterus which had been tre- 
moved above the level of the internal os. 

Endometrium (Stroma). The stromal 
cells of endometrium are more abundant 
in these preparations than are epithelial 
cells. While there is also wide discrepancy 
in the size of stromal cells in different 
specimens, those cells obtained from a 
particular specimen are approximately the 
same size and shape. They are round and 
are usually clumped together (Figs. 10 and 
11). The cytoplasm contains dark and 
light areas of varying opacity, but its bulk 
is composed of solid granules of large size. 
The outline of the cells is less prominent 
than is the nuclear membrane. The 
nucleus is large and has a conspicuous 
membrane with well-defined nucleoli and 
linin threads. 

Fallopian Tube (Epithelium). The most 
distinctive and easily recognized cells in the 
tube are the ciliated epithelium (Fig. 22). 
In very fresh specimens the co-ordinated 
rhythmic movements of the cilia are cap- 
able of setting up forceful currents in the 
surrounding fluid and occasionally the cells 
set themselves off in motion. As in the 
other columnar and cuboidal cells pre- 














os We) ‘OV 


*S]J99 e}eIpsuIoyUI pozeulenbsap—xIAIag * 
“soIpoq reajonuei}xo ‘Aoueusaid Ajiea ut sourenbs [eursea “€ ‘ong 
pue [Jeo ayeapnuiq Sutmoys sourenbs [eotarag °9 ° ‘sourenbs [eursea [VWION ‘2 ‘DIT 
*S[]99 9}eIpouTIOJUI—xTAIeD °S ° *yuasaid 
‘s[Jo0 Teseq—xtAlag ‘PF ° osje Sutduin{o [e1iezoeg ‘sourenbs [eulsea [euLION “I ‘DIY 








264 


all situated in the same relative position of 
the cell, and they are very prominent by 
virtue of their distinct membranes. Figs. 8 
and g show such cells which were obtained 
from benign endocervical polyps. 

Endometrium (Epithelial). It could be 
anticipated from a knowledge of the varia- 
tions in the character of endometrial 
epithelium as observed in the stained 
preparations that the cells observed with 
the phast-contrast microscope would 
show great diversity of form and struc- 
ture. These variations exist to perhaps 
a greater extent than those shown in 
paraffin sections, since less clumping 
and distortion of granules in cytoplasm 
and nucleus occurs in fresh specimens 
unaltered by shrinkage and precipitation. 
Figs. 12-19, inclusive, are from endometria 
of uteri which have been removed at or 
about the climacteric for benign bleeding. 

When cells are observed ‘‘en masse”’ 
only the nuclear membranes are prominent 
(Fig. 12). Cell outlines are not readily 
defined, and therefore the relative position 
of the nucleus is not easily determined. As 
the individual cells tend to separate in the 
fluid medium (Fig. 13) so do their outlines 
become more distinct and the cells now 
appear to be larger in size and their nuclei 
more distinct, since there is no overlap of 
cell margins. 

Gland epithelium shows variation in the 
position of the nucleus relative to the stage 
of the menstrual cycle at which the endome- 
trium was obtained and, in addition, the 
shape of the cells, their size and the amount 
of secretion vary similarly to those ob- 
served in paraffin sections. These variations 
are illustrated in Figs. 13, 14, 15, 16, 17, 
18 and 19. In some cells secretory 
globules can be seen lying either behind 
or in front of the nucleus. Movement of 


very fine granules is a distinctive feature of 
some cells, and localization of an exceed- 
ingly rapid movement is confined to a 
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small, well-circumscribed area away from 
the nucleus. This movement is akin to 
Brownian movement but appears to be 
more rapid, and instead of moving in short 
straight lines the particles describe circular 
patterns. In Fig. 18, small, discrete, 
translucent spaces or vacuoles other than 
the secretory globules previously alluded 
to, are visible in the cytoplasm. Nuclei 
generally possess very sharply defined 
membranes along which clumps of chro- 
matin are visible. This is seen exception- 
ally well in Fig. 14, a ciliated endometrial 
epithelial cell obtained from a uterus which 
had been removed by vaginal hysterectomy 
without removal of Fallopian tubes. 

An incidental finding in our endometrial 
tissues was a group of Trichomonas. These 
occurred in a uterus which had been re- 
moved above the level of the internal os. 

Endometrium (Stroma). The stromal 
cells of endometrium are more abundant 
in these preparations than are epithelial 
cells. While there is also wide discrepancy 
in the size of stromal cells in different 
specimens, those cells obtained from a 
particular specimen are approximately the 
same size and shape. They are round and 
are usually clumped together (Figs. 10 and 
11). The cytoplasm contains dark and 
light areas of varying opacity, but its bulk 
is composed of solid granules of large size. 
The outline of the cells is less prominent 
than is the nuclear membrane. The 
nucleus is large and has a conspicuous 
membrane with well-defined nucleoli and 
linin threads. 

Fallopian Tube (Epithelium). The most 
distinctive and easily recognized cells in the 
tube are the ciliated epithelium (Fig. 22). 
In very fresh specimens the co-ordinated 
rhythmic movements of the cilia are cap- 
able of setting up forceful currents in the 
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viously described the cell outlines, nuclear 
membranes and cell constituents are 
prominent and in many respects are similar. 

Miscellaneous (Polymorphonuclear Leu- 
cocytes). Pus cells frequently occur in the 
genital tract and for that reason they have 
been included in this presentation of cell 
types. They are very easily identified by the 
presence of large lobulations (Figs. 20 and 
21), within each cell and by the intense 
movement of the extra-lobular galaxy of 
granules. This movement within pus cells 
is greater and more widespread through 
each cell than that observed in any other 
type so far studied. The pseudopodic move- 
ments, undulations of cell membranes, 
phagocytosis, shift of protoplasm, granules 
and nuclei are all very distinct visual 
phenomena but obviously cannot be 
reproduced here. In fact, the cells illus- 
trated in Figs. 20 and 21 show no granules 
whatsoever because the latter are moving 
too rapidly for photography. 

We have shown and described, so far, 
certain of the salient features that can be 
seen in the examination with the phase- 
contrast microscope of cells derived from 
representative areas of the gynaecological 
tract. Generally, there is not a great deal 
of difference in the size of cells in a particu- 
lar tissue, with due consideration for the 
histological level from which the cells were 
obtained. In other words, while the basal 
cells of the cervix are much smaller than the 
intermediate cells and these in turn are 
smaller than the superficial squames, all of 
the basal cells are closely allied in size, 
shape and structure and the same applies 
to the intermediate and superficial cells. 
In comparing endometrial epithelial cells of 
different uteri, wide variations in size are 
noted, but these features, like the position 
of the nuclei, the amount of secretion, and 
the activity of the granules, are within the 
normal range if due regard be given to 
Physiological influences. We are aware of 
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the fact that many of the variations ob- 
served in cells of a particular type maye be 
due to such influence as temperature, 
elapsed time since removal from the 
patient, and intrinsic environmental states 
of the tissue. As these factors are of little 
consequence in preventing our recognition 
of main cell types and the consistencies 
amongst them, emphasis has not been 
placed here upon individual features if they 
occur within the apparent limits of nor- 
malcy. 


B. MALIGNANT CELLS. 


Cervix (Squamous). The range in the size 
and structure of cells obtained from car- 
cinoma of cervix is so great that identifica- 
tion of malignancy is a simple matter in 
such clear-cut instances (Figs. 24, 25 and 
26). Mitotic figures, very large nuclei and 
binucleate forms, irregular granules and 
chromatin clumps with destruction and 
irregularities of cell membranes are much 
in evidence. Within many cells the move- 
ment of granular particles is apparently 
haphazard and lacks the localization 
observed in normal cells. In some cells 
numerous, small, translucent globules of 
fat are a prominent feature. 

Figs. 24 and 25 are of the same field but 
photographed at different planes to show 
apparent differences of cell structure. This 
case was treated with radium and a week 
following the first application a further 
examination of the cells was made. There 
was gross destruction of many cells (Fig. 
27). Very few now showed distinct nuclear 
and cytoplasmic detail and since cell des- 
truction is widespread the effectiveness of 
the radium, as judged in this way, appears 
to be very satisfactory. Fig. 23 shows cells 
from another carcinoma of cervix follow- 
ing radiation therapy, but here there has 
been very little, if any, alteration in the 
character of the cells. It has been men- 
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tioned that binucleate forms occur in cells 
from malignant cervices. Such cells have 
also been observed in chronic cervicitis 
(Fig. 6), but the relation of these cells to 
malignancy has as yet not been established. 
Chronic cervicitis may shed cells of the in- 
termediate type, but where the cells are as 
uniform as those represented in Fig. 7 they 
must be regarded as benign cells. 

Endometrium (Epithelium). In endo- 
metrial carcinoma the sharpness of cell 
outlines is lost and there is clumping of the 
cytoplasm (Fig. 28). Abnormal nuclear 
forms may be recognized (Fig. 29). The 
size and the degree of cell differentiation 
may be exceedingly variable. Lack of cell 
uniformity in regard to size, nuclear con- 
figuration and granular components 
renders the recognition of malignancy 
relatively easy. 

Malignancies of cervix and endometrium 
are recognized, therefore, not only by the 
wide and specific anomalies among their 
individual cells, but also by virtue of the 
discrepancies they betray in comparison 
with their counterparts in normal cells. 
That the criteria for malignancy shall have 
to be based on such broad features is beyond 
question since cells lying out of position 
and unrelated to contiguous tissues cannot 
present those features of loss of polarity and 
invasion upon which some present stand- 
ards of malignancy are based. 


DISCUSSION. 


From these observations and comments 
it is apparent that a new and valuable 
method for the study of fresh tissue cells in 
the female genital tract is now available. 

Whereas detached living cells have pre- 
viously been observed with ordinary 
microscopes, they do not lend themselves 
easily to study, because of lack of defini- 
tion and poor contrast of nuclear and 
cytoplasmic structures. These studies have 
generally been made upon essentially 


non-gynaecological material by cytologists 
whose interests have been rarely in direct 
line with those of the clinician. The expert 
cytologist still requires to stain such cells, 
if only with vital dyes such as Janus green 
or neutral red, in order to identify and 
differentiate cell types. Such techniques, 
in turn, introduce variable factors, for, 
unless the observer is especially skilled, 
artefacts induced by the dyes may compli- 
cate the picture still further. For these 
reasons recourse to stained fixed sections 
of suspicious tissue subjected to biopsy is 
the only reliable alternative for the diag- 
nosis of potential malignancy. The persis- 
tent desire to study cells in as fresh a state 
as possible, and as early as possible with- 
out the delay inherent in wax techniques, 
undoubtedly led to the perfection of the 
method of the stained vaginal smear. In 
addition these procedures obviate the neces- 
sity for hospitalization of patients in order 
to incise tumour tissue. Here again special 
staining techniques and a thorough cyto- 
logical training are pre-requisites for a satis- 
factory interpretation of material obtained 
from the gynaecological tract. 

With the advantages of the application of 
new physical principles to the construction 
of the microscope, observations with this 
instrument can be made now upon cell 
structures before they have been altered by 
fixation and staining. These physical and 
chemical factors obviously affect the mor- 
phology of such cells and thus distort, 
albeit uniformly and consistently, visual 
impressions of histological and pathological 
processes. While this microscope appears 
to be ideal for studying cell cytology, cells 
removed from their environment in the 
tissues provide a task for their recognition 
requiring a great deal of experience. Since 
these cells obtained from the genital tract 
are seen in as fresh a state as possible and 
without the addition of physical or chemical 
agents, it is apparent that the structure of 
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these cells will present appearances not in | 


complete accord with fixed and stained 
specimens obtained by smear, paraffin 
block or frozen section. Because of this it 
is necessary to formulate, as it were, a new 
set of criteria for recognizing the cell con- 
stituents of each tissue and our investiga- 
tions are planned with this intention. Cri- 
teria for malignant cells will also differ from 
those for fixed tissues. Therefore, only 
when sufficient experience and data con- 
cerning these cells have been acquired will 
the accumulated knowledge be applicable 
to routine diagnostic problems. The tech- 
nique is consequently not immediately 
applicable to the routine diagnosis of 
malignancies. Obviously there will be 
border-line cells and malignant cell pre- 
cursors whose recognition will require the 
knowledge and greater experience of the 
expert. For the frankly malignant cell, 
however, such high proficiency in diagnosis 
is not so necessary. 

In this report we have shown cells from 
the mucosa of vagina, uterus and appen- 
dages as they appear with the phase-con- 
trast microscope. We have designated 
some of the features and characteristics of 
particular cells which, it is our opinion, 
will eventually be included in establishing 
specific criteria for such cells. 

It is anticipated that with further investi- 
gations and the consequent elaboration of 
criteria essential to accurate diagnosis, this 
technique will be applied to the study and 
diagnosis of early exfoliative malignancies 
as well as to the less vital analysis of infec- 
tions and hormonal disturbances as mani- 
fested in the gynaecological tract. An 
important advantage of the method lies in 
the fact that several examinations can be 
performed in a very short space of time and 
successive areas of cervix may be examined 
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without undue inconvenience and without 
the necessity of repeated interviews with 
the patient. Since most carcinomas of the 
uterine corpus are exfoliative lesions the 
diagnosis of many of them should be pos- 
sible by examination of fluid from the endo- 
cervical canal. In their recent monograph 
Papanicolaou and Traut (1943) have shown 
the feasibility of this by the stained vaginal 
smear technique. When the various 
patterns of endometrial carcinoma as 
revealed by the phase-contrast microscope 
have been established, the immediate early 
diagnosis of corpus carcinoma should be 
possible in many cases. 


CONCLUSIONS. 

The phase-contrast microscope has an 
immediate, direct use in the study and 
diagnosis of gynaecological tissues obtained 
by aspiration, curettage or smear. Because 
such tissues can be observed and studied 
while the patient is being examined clinic- 
ally, and because these tissues require no 
fixation or staining in order to show greater 
details of cell structure than by any other 
method in current use, it is considered that 
application of the instrument should con- 
stitute a significant advance in the early 
recognition of cancer. 


We are indebted to Professor O. S. 
Heyns and Dr. C. F. Krige and their 
Assistants for their co-operation in making 
available to us much of the material used 
in this study, and to Dr. Joseph Gillman 
for his valuable support and criticism. 
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PROCIDENTIA COMPLICATED BY INTESTINAL STRANGULATION 
IN A POUCH OF DOUGLAS HERNIA 


BY 


T. F. Repman, M.B., M.R.C.O.G., 
Assistant Resident Obstetrical Surgeon, Saint Mary’s Hospitals, Manchester. 


STRANGULATION of the contents of the sac 
of an intact enterocele must be rare, as a 
search through the literature has failed to 
reveal a recorded case. It is true that an 
instance was reported recently (Daley and 
Callum, 1946), where a loop of gut had 
herniated through a perforation in the 
posterior vaginal wall of a procidentia and 
become gangrenous, but in that case the 
point of constriction lay in the vaginal per- 
foration and the gut was visible, whereas 
in the case to be reported the constriction 
lay at the entrance to the pouch of Douglas, 
the strangulation being an internal one. 


CasE History. 

A married woman, aged 50 years, was admitted 
to Saint Mary’s Hospital as an emergency on 31st 
July, 1947. 

She had had 2 deliveries at term, both forceps 
extractions, the last 22 years ago. The menopause 
had occurred a year ago. 

She had an appendicectomy performed 26 years, 
and a right inguinal herniorrhaphy 25 years pre- 
viously. 

The patient described her ‘‘ womb coming right 
outside ’’ for the last 7 years, but she was always 
able to replace it herself and no treatment had 
ever been sought. Forty-eight hours before ad- 
mission she vomited once and the ‘‘ womb came 
down ’’, but this time she was unable to correct 
it. There was no further vomiting, although 
nausea was present, but she complained of a severe 
aching pain in the hypogastrium and right iliac 
fossa, although this was never colicky in type. 
She was having difficulty in micturition since the 
womb had become irreplaceable, small amounts of 
urine being passed at frequent intervals. 


The patient was a slightly built woman, not very 
intelligent and rather deaf, a combination which 
made the taking of her history and assessment of 
the severity of her symptoms difficult. She 
appeared to be anaemic and her fingers showed 
koilonychia. There was a persistent but not severe 
hiccough. Her tongue was normal in appearance. 

The abdomen showed slight gaseous distension. 
There was a soft swelling over the site Of the old 
hernial repair, which showed no impulse on cough- 
ing and was only slightly tender. She said that 
this had been present for years and was no different 
now from what it had been previously. The old 
right gridiron scar was well healed, There was 
some vague tenderness in the hypogastrium, but 
not marked and the patient did not appear to be 
having much pain at this time. Normal peristaltic 
movements were heard. 

There was a large, oedematous procidentia. By 
steady pressure this was gradually replaced, al- 
though there was some pain produced during the 
last part of the reduction which improved, but 
was not abolished, when reduction was completed. 
As soon as the pressure was released, however, the 
procidentia re-established itself, even though the 
patient was not straining, so it was replaced and 
held in situ by a cup and stem pessary, a ring 
proving ineffectual. 

The heart and lungs were normal and the blood- 
pressure was 160/90. There was no pyrexia. 

The blood urea was estimated at 153 mg. 
per 100 ml. A catheter specimen of urine showed 
a faint trace of albumin and a mixture of organisms. 
(These were later established as being diphtheroid 
bacilli, coagulase-positive staphylococci and a few 
coliform bacilli). The white-cell count was 15,900 
per c.cm., of which polymorphonuclear leucocytes 
represented 81 per cent. 

We made the tentative diagnosis at this time of 
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pre-uraemia due to chronic urinary obstruction 
caused by the procidentia, but we were not by 
any means satisfied. The fact that the uterus was 
no longer replaceable without difficulty, and that 
when replaced the prolapse recurred at once, was 
puzzling, and the moistness of the patient’s tongue 
did not fit our diagnosis. 

It was decided to observe her and see if her 
condition improved with the uterus held in place 
by the cup and stem pessary. 

A glucose-saline drip was started. 

During the rest of the day and night she vomited 
3 or 4 times but not copiously and there was little 
change in her condition. The pulse-rate remained 
high, at about 120 or higher. Although the 
diagnosis of obstruction was now under considera- 
tion, with adhesions from the old appendicitis or 
the inguinal hernia as the most likely cause, the 
absence of colicky pain and the slight degree of 
distention and vomiting were against this diagnosis. 
Pre-uraemia and peritonitis due to the infected 
procidentia were alternative diagnoses. 

Next day, 1st August, 1947, there was still little 
change in the patient’s condition except that 
vomiting occurred again, although still not as a 
marked symptom, while distension and pain were 
no worse. Peristaltic sounds were now more 
marked. We called Mr. Thompson from the 
Manchester Royal Infirmary in consultation and it 
was decided to take a straight X-ray to confirm the 
diagnosis of obstruction. This showed several fluid 
levels and small gut obstruction was diagnosed. 

Laparotomy was performed under heavy spinal 
anaesthesia by Mr. Thompson and distended coils 
of small gut were seen at once. These, when 
followed, led to a constricting ring behind the 
uterus, large enough only to admit one finger. This 
was the entrance to the pouch of Douglas. The ring 
was opened digitally and a coil of small intestine 
delivered which was gangrenous for the distance 
of about 1 inch, so resection and end-to-end 


anastomosis were performed. Penicillin solution 
(100,000 units in ro ml.) and penicillin and 
sulphathiazole powder were put into the peri- 
toneum. The drip was continued and the cup and 
stem pessary kept in sitw. 
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Continuous gastric suction was set up in the 
ward, saline and glucose-saline alternated in the 
drip, and chemotherapy was maintained. 

Despite coramine and oxygen, the patient became 
steadily more comatosed and died on 3rd August, 
1947—30 hours after operation. 

Postmortem examination was refused. 


DISCUSSION. 


There are two points which may be made 
in connexion with this case. One is the 
relatively ‘‘ silent’’ nature of the obstruc- 
tion, particularly remarkable as it involved 
small gut. Neither vomiting, distension nor 
pain were marked. Secondly, even when 
the obstruction was diagnosed, the true 
cause of the strangulation was overlooked, 
we still thought of it in connexion with an 
adhesion, or the old hernia. (The latter had 
been a “‘ red-herring ’’ throughout.) There 
was a pointer to the true diagnosis whose 
significance was overlooked at the time, 
namely that the patient had had a replace- 
able procidentia for years, and that then 
suddenly it became irreplaceable by the 
patient herself; moreover, when we re- 
placed it, immediate recurrence took place. 

The rarity of this complication of entero- 
cele is due, no doubt, to the normally wide 
opening into the pouch of Douglas, and we 
were unable to establish whether there was 
any special reason for the narrow neck dis- 
covered in this case. 


I would like to thank Professor Dougal, 
under whose care this case was admitted, 
for permission to publish this report. 
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HYSTEROSALPINGOGRAPHY EMPLOYING A WATER-SOLUBLE 
CONTRAST MEDIUM 


BY 


DEREK JEFFERISS, B.M., M.R.C.O.G.., 
Obstetric and Gynaecological Registrar, Middlesex Hospital. 


A REPORT on the use of a water-soluble 
contrast medium in the _ radiological 
investigation of pathological conditions 
involving the female pelvic viscera has 
already been published (Jefferiss and 
Samuel, 1946). Certain changes have been 
made in the technique formerly employed, 
but the general principles remain the same. 

A Lietch-Wilkinson catheter has been 
used lately in place of the Spackman’s 
catheter, and novocaine has been omitted 
from the solution, as it served no useful 
purpose. 

During the course of investigation of 
pelvic tumours it has been our practice to 
use this method of hysterosalpingographwv 
in the investigation of female infertility. 

Rubin (1947) states that he has used a 
large number of radio-opaque substances 
in radiological examination of the Fallopian 
tubes. He has chosen his compounds for 
viscosity combined with rapid absorb- 
ability. 

It is contended that any radio-opaque 
substance used in testing the patency of the 
Fallopian tubes must fulfil certain criteria. 
It is submitted that these are ease of intro- 
duction, easy visibility under the screen, 
non-irritability to the epithelium of the 
Fallopian tubes and peritoneum, and rapid 
absorption from the tubes and peritoneum. 
We are using “‘ Pyelosil’’, a 35 per cent 
solution of the diethanolamine salt of 
3: 5-di-iodo-4-pyridone-N-acetic acid and 
it appears to fulfil all these criteria. 


This compound is easy to introduce, 
requiring very little pressure to achieve 
introduction into the uterus and Fallopian 
tubes; in fact in the presence of patent 
tubes it is necessary to use less force than 
is required for ordinary subcutaneous in- 
jection. Providing the operator takes care 
to wait until he is accommodated to the 
fluorescent screen he will have no difficulty 
in observing spill into the peritoneum 
through the fimbrial ends of patent Fallo- 
pian tubes, or the gradual dilatation of 
blocked tubes. For permanent record it is 
important that the films be exposed at the 
moment indicated by the conditions seen 
on the screen, since Pyelosil is rapidly 
diffused over the peritoneal surface and is 
rapidly absorbed. For investigation of the 
patency of tubes this quick diffusion is of no 
importance since a picture showing radio- 
opacity spread over the pelvic peritoneum 
is ipso facto proof of spill from at least one 
tube. Fig. 1 shows an example of normal 
tubal patency. 

Whether Pyelosil is likely to cause 
mechanical obstruction by irritation of the 
tubal epithelium has not yet been proved, 
but we have not found evidence of this. 
The solution is absorbed within an hour of 
introduction and can be seen in the ureters 
and bladder after excretion by the kidneys. 
It is, of course, possible that adhesions may 
be caused, but we have had 2 cases of 
pregnancy following its use even in the short 
time which has elapsed since the investiga- 
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tion started. It would appear doubtful 
that much trauma could be caused in the 
few minutes the substance is in the tubes 
and pelvic peritoneum. Lipiodol remains in 
the peritoneal cavity for a considerable time 
and we have been told of one case in which 
it was still visible 20 years after the original 
injection. Lipiodol is known to cause 
adhesions in the spinal theca and no 
evidence has been offered to show that it 
does not do so in the Fallopian tubes, 
Rubin emphasizes the foreign body 
reaction to iodized oils. 

It is claimed by the advocates of lipiodol 
that the presence of spasm at the ampullary 
end of the tube can be demonstrated by the 
appearance of dye in the peritoneal cavity 
24 hours after the introduction. It is our 
experience that, when using lipiodol, this 
delay in spill is the rule rather than the 
exception and is more likely to be due to 
viscosity of the fluid than to spasm of the 
tube. Using Pyeiosil it is not possible to 
obtain a delayed picture since the com- 
pound is absorbed completely at the end 
of an hour. From our present small series 
we have picked out one case (Fig. 4) in 
which spasm had to be eliminated and this 
was done by repetition of the injection. 
Even if a definite answer cannot be found 
without laparotomy in a small number of 
patients, it is considered that the absence 
of danger to the patency of healthy tubes 
outweighs any advantage claimed for a 
more slowly absorbed substance. 

Twenty-four infertile women have been 
subjected to hysterosalpingography after 
the male partners had been found normal. 
The results are listed below. 





Years of infertility 


State ie as a — Total 

of tubes Under5 5-10 100rover cases 
Patent 14 5 oO 19 
Blocked 2 2 I 5 
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This also gives the duration of infertility 
based on the years of effective marriage; 
periods when contraceptives have been 
used or when one or other partner has been 
absent have been subtracted from the actual 
years of marriage. 


The figures show (1) patent tubes, (2) 
hydrosalpinx, (3) pyosalpinx, and (4) 
obstruction at the ampullary end (later 
shown to be due probably to spasm). Of 
the 5 cases of obstruction 3 patients have 
so far been submitted to laparotomy and 
have shown anatomical obstruction due to 
pyosalpinx in 2, and tuberculous salpingitis 
in one. 


No therapeutic benefit is claimed in the 
use of Pyelosil in the investigation of tubal 
patency. It is questionable whether any 
form of utero-tubal insufflation is likely 
to be of benefit in any but the most 
recent cases of anatomical obstruction. 
Insufflation should be carried out within 
1o days of laparotomy for ectopic ges- 
tation or for salpingostomy or partial 
salpingectomy, so that recent fine adhe- 
sions may possibly be separated. We 
have the doubtful advantage of working in 
a hospital with a long waiting list of urgent, 
semi-urgent and non-urgent cases. It 
was salutary to note the number of patients, 
who became pregnant while awaiting ad- 
mission for insufflation of the Fallopian 
tubes. It is possible that these women 
would have been claimed as successes for 
our treatment if we had been able to get at 
them earlier. It may be added that the 
period of waiting for non-urgent cases is up 
to a year. Further cases of this sort are not 
likely to arise in the immediate future, 
since radiological methods are now used as 
an out-patient or office procedure and 
waiting is not required. 

In conclusion, an apology is offered for 
the small number of patients in the series. 
This is due partly to the principle that it 
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is unfair to submit a woman to even this Thanks are due to the honorary gynae- 
mild ordeal until her male partner has been cological and radiological staff of the 
fully investigated (if this is refused salpingo- Middlesex Hospital for permission to carry 
graphy is not performed), and we consider _ out this investigation. 

an early, if brief, report may serve to 


. ° ERENCES. 
encourage others to use watery solutions in apcssigniiae 
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salpingography, and perhaps to find better Radiol., 19, 462. 
compounds than Pyelosil for this purpose. Rubin, I. C. (1947): J. Obstet. Gynaec., 54, 733. 
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Fic. 3. 


Pyosalpinx. An antero-posterior view taken with the patient 
lying on her left side to show fluid-levels. At operation bilateral 
pyosalpinx was found. 


D.J. 














Fic. 4. 


Spasm or temporary blockage at the ampullary end. Apparently normal 

Fallopian tubes as far as the ampullary ends where there is moderate dilatation 

and no spill. A second examination gave a similar result at first but after 

30 ml. of Pyelosil had been introduced there was a sudden marked lessening 

of resistance to the plunger of the syringe and spill occurred from the left 
Fallopian tube. 


D.J. 
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INACTIVATION OF OESTROGENIC HORMONE BY WOMEN 


WITH VITAMIN B DEFICIENCY 


BY 


BERNHARD ZONDEK and ARON BRZEZINSKI. 


From the Gynaecologic-Obstetric Department of the Rothschild 
Hadassah University Hospital and the Hormone Research 
Laboratory of the Hebrew University, Jerusalem, Palestine. 


Ir has been demonstrated both in vivo and 
in vitro that the liver and, to a lesser extent, 
the spleen and perhaps the kidney are the 
only organs in the body which can inacti- 
vate the oestrogenic hormone (B. Zondek, 
1934a, 1934b, 1935, 1941, 1946; Zondek 
and Sklow, 1941) . 

Recently it has been claimed (Biskind 
and Biskind, 1942) that oestrogen inactiva- 
tion is dependent on the adequate intake of 
vitamin B complex. Furthermore, it has 
been assumed that a deficiency of vitamin 
B complex deprives the liver of its ability 
to inactivate endogenous and exogenous 
estrogenic substances. The hyperoe- 
stronaemia thus presumably induced has 
been suspected of being implicated in 
various disorders of genital function in 
women (Biskind, 1943). Excessive uterine 
bleeding with glandular hyperplasia, cystic 
mastitis and even the formation of uterine 
myoma have been ascribed to impairment 
of the mechanism of inactivation of oestro- 
genic hormone, due to vitamin B deficiency. 
It has further been claimed that treatment 
with vitamin B complex relieves the above 
disorders (Biskind, Biskind and Biskind, 
1944). 

During the war an opportunity to study 
genital function in patients suffering from 
vitamin B deficiency was afforded in this 
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country. During this period cases of 
vitamin B deficiency marked by glossitis, 
cheilosis, angular stomatitis and ocular dis- 
orders (corneal vascularization) due to 
ariboflavinosis, as well as_ pellagroid 
changes of the skin and glossitis due to 
nicotinic acid deficiency were observed in 
Palestine with unusual frequency. These 
manifestations resulted both from insuf- 
ficient dietary intake and from inadequate 
resorption of essential nutrients due to the 
disturbances of intestinal function (such as 
chronic dysentery, amoebiasis, etc.) which 
are common in this country. 

The symptoms of vitamin B deficiency 
were especially common in pregnant 
women (Braun, Bromberg and Brzezinski, 
1945). Since pregnancy occurred in 
patients suffering from vitamin B deficiency 
and, nevertheless, took a normal course, 
we concluded that vitamin B deficiency 
apparently has no harmful effect on the 
genital functions. 

Out of the great number of cases avail- 
able we have selected for our study 14 
patients in whom there was very marked 
evidence of deficiency in vitamin B 
complex. The experiments were designed 
to determine whether vitamin B deficiency 
plays any role in the inactivation of the 
oestrogenic hormone. 
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MATERIAL AND METHODS. 


The patients studied were 14 women of 
childbearing age, between 19 and 41, with 
pronounced manifestations of vitamin B 
deficiency. They were divided into 3 
groups (Tables I to III). 


Group A. Women menstruating regu- 
larly, with evidence of vitamin B deficiency 
(6 cases). 


Group B. Patients in whom symptoms 
of vitamin B deficiency occurred during 
pregnancy (6 cases: 1 in the 5th, 1 in the 
6th, x in the 7th, 2 in the 8th, and 1 in the 
gth month of pregnancy). 


Group C. Patients in whom symptoms 
of deficiency appeared during pregnancy 
and were complicated by severe infectious 
hepatitis with jaundice and other manifes- 
tations of extensive liver damage (2 cases: 
I in the 4th and r in the 7th month of preg- 
nancy). 


The riboflavin deficiency was persistent 
and was associated with the following 
signs: (1) Clinical symptoms: glossitis, 
cheilosis, angular stomatitis and corneal 
vascularization. (2) Laboratory observa- 
tions: persistent low level of riboflavin 
excretion in the urine (less than Iooy per 
litre; normal value = 400y to 5007 per 
litre). p 

Evidence of nicotinic acid deficiency 
associated with ariboflavinosis, glossitis 
and pellagroid skin changes of both the 
upper and the lower extremities was 
observed in 6 cases. In 2 cases the aribo- 
flavinosis was associated with symptoms of 
thiamine deficiency such as polyneuritic 
manifestations and unusually high excre- 
tion of pyruvic acid in the urine. 


The oestrogen metabolism of the patients 
was studied with the aid of vaginal smears, 
endometrial biopsy, oestrogen determina- 
tion in blood and urine, and the oestrone 


clearance test (according to the method of 
Zondek and Black, 1947*). 


RESULTS. j 
Group A. Regularly menstruating women 
with vitamin B deficiency. 

(a) Clinical histories. The clinical his- 
tories of the 6 adult women in Group A 
presented no evidence of abnormality of 
genital function. All the patients menstru- 
ated at regular intervals or from 26 to 31 
days. In all cases the menstrual flow was 
normal both in amount and in duration, 

(b) Physical examination. No evidence 
of excessive production of oestrogenic 
hormone was observed on physical ex- 
amination. No cases of enlarged uterus, 
cystic follicles, or cystic mastitis were ob- 
served. 

(c) Endometrial biopsy. In all 6 cases 
the endometrial biopsy, performed shortly 
before menstruation, showed the normal 
histological picture characteristic of the 
progestational stage. These findings proved 
that ovulation and corpus luteum formation 
and the response of the endometrium to the 
hormonal stimuli were normal in every 
case. 


(d) Vaginal smears. In vaginal smears, 
taken according to the technique described 
by Papanicolau, cells characteristic of 
hyper-oestrogenic activity were not found. 





*Oestrone clearance test. The patients are 
injected intramuscularly with 125,000 M.U. of 
oestrogen. The urinary oestrogen titer is determined 
on 3 successive days. The total oestrogen clearance 
is estimated in terms of oestrogen excretion over 
the pre-injection level and expressed as a percentage 
of the injected amount. The normal excretion of 
the injected oestrogen averages from 0.5 per cent 
to 4.5 per cent. 

+ Two typical case reports are presented in every 
group. 
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(e) Oestrogen titration in blood and urine. 
The oestrogen levels of blood and urine 
were normal (less than 50 M.U. per litre 
serum and less than 200 M.U. per litre 
urine). 

(f) Oestrone clearance test. Oecstrone 
125,000 units were injected intramuscularly 
into 2 women with vitamin B deficiency. 
The blood oestrogen levels and the urinary 
excretion of the hormone were studied. 
Inactivation of oestrone occurred in these 
cases at the same rate as in normal women 
without any sign of vitamin B deficiency. 


Two Case Reports. 

Case No. 3. A married woman, 31 years old, 
consulted us for the relief of excessive vaginal dis- 
charge. She had undergone 3 normal pregnancies 
and deliveries. Her menstrual cycle lasted for 30 
days and the flow for 3 to 4 days. On gynaecological 
examination a normal-sized, retroflexed uterus was 
observed, with severe inflammation of the cervix 
and vaginal mucosa. No other gynaecological dis- 
turbances were found. The patient’s general 
history revealed a long period of undernourishment. 
On physical examination striking manifestations of 
vitamin B deficiency were found. The patient 
appeared undernourished, pale and tired, and 
suffered from glossitis, cheilosis and stomatitis. 
She complained of a burning sensation in the eyes 
and in the upper part of the tongue. Ocular 
examination by split-lamp revealed pronounced 
corneal vascularization. The urinary riboflavin 
excretion was very low: 80 to 100, per litre. In 
an endometrial biopsy, performed premenstru- 
ally, a normal progestational uterine mucosa was 
found. The vaginal smear reflected normal endo- 
genous secretion of oestrogen. Less than 120 M.U. 
of oestrone per litre of urine and less than 25 M.U. 
per litre of blood serum were found. The oestrone 
clearance test revealed a normal recovery of 
oestrone in the urine (0.5 per cent). 

Case No. 5. A married woman, 21 years old, 
consulted the medical out-patient department for 
the relief of general fatigue, abdominal pain and 
diarrhoea lasting for several months. The patient 
had been married for 4 years, and had had 2 
normal deliveries, the last one a year previously. 
The menstrual history was normal (26-day cycle 
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with normal 3-day flow). No gynaecological dis- 
orders were found. The patient complained of 
nervousness, fatigue, pain and a burning sensation 
in the tongue and the upper part of the oesophagus. 
On general examination the characteristic features 
of nutritional deficiency, glossitis, angular stoma- 
titis, seborrheic accumulations in the naso-labial 
folds and pellagroid changes of the skin were found. 
Ocular examination revealed severe corneal vascu- 
larization. Excretion of riboflavin in the urine was 
low, 75 to 95y per litre. The pyruvic acid level of 
the urine was 280 mg. in 24 hours (normal: up to 
180 mg. in 24 hours). Cells characteristic of 
oestrone hyperactivity were not found in a vaginal 
smear. (Endometrial biopsy during the premen- 
strual phase revealed a normal progestational stage. 
Two hundred M.U. of oestrogen were excreted per 
litre of urine and 33 M.U. of oestrogen were demon- 
strated per litre of blood serum. The recovery of 
oestrone in the urine in the oestrone clearance test 
was normal, 0.5 per cent. 


Group B. Pregnant women with vitamin B 
deficiency. 

The clinical histories of the 6 pregnant 
women in this group revealed that in 2 of 
these cases deficiency syndromes had been 
present for at least 1 year (cases 8, I0). 

Oestrogen levels in blood and urine were 
no higher than in corresponding months of 
normal pregnancy.* The Oestrone clear- 
ance test showed normal inactivation of 
injected oestrone. 


Two Case REports. 

Case No. 8. A married woman, aged 26 years, 
attended our prenatal clinic in the 7th month of her 
second pregnancy. The patient had the following 
definite signs of nutritional deficiency, glossitis, 
cheilosis and stomatitis. She complained of a 





*The normal values of oestrone in the blood 
during pregnancy are: 50 to 100 M.U./L. for the 
Ist and znd months, too to 800 M.U./L. for the 
3rd to 7th months, and 800 to 1,500 M.U./L. for 
the 7th to 1toth months. The normal values of 
oestrogens in the urine during pregnancy are: 300 
to 600 M.U./L. for the 1st and 2nd months, 5,000 to 
7,000 M.U./L. for the 3rd to 7th months, and 6,000 
to 20,000 M.U./L. for the 7th to roth months. 
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burning sensation in the whole buccal cavity, 
extreme fatigue and pain in the legs, especially at 
night. The patient stated that most of these signs 
had appeared prior to the present gestation, but had 
been aggravated since the 7th month of pregnancy. 
A moderately developed corneal vascularization 
was found. Urinary riboflavin excretion was very 
low, 60 to 85y per litre. The urine and blood-levels 
of oestrone were 4,000 M.U. in 24 hours, and 500 
M.U. per litre respectively, normal values for the 
7th month of pregnancy. In the oestrone clearance 
test a normal recovery of oestrone was found (4.5 
per cent). 

Case No. to. A married woman, aged 34 years, 
attended the prenatal station in the 8th month of 
pregnancy. She complained of painful burning of 
the tongue which led to difficulty in eating. The 
patient, a very poor woman, had a history of 4 
normal deliveries and 1 spontaneous abortion. She 
always menstruated normally at intervals of 31 
days with 3 to 4 days loss. She was a tiny, under- 
nourished woman with evident signs of nutritional 
deficiency such as stomatitis and cheilosis in a very 
severe form. This patient had suffered for 2 years 
from a burning sensation of the tongue, and from 
fatigue, with marked aggravation of these 
symptoms during the present pregnancy. Ocular 
examination revealed corneal vascularization. 
Riboflavin excretion in the urine was very low: 
65 to 90y per litre urine, in 24 hour specimens. The 
urinary and blood serum levels of oestrogen were 
normal, 5,000 M.U. oestrone per litre urine, and 
1,000 M.U. oestrone per litre blood serum. The 
recovery of oestrone in the oestrone clearance test 
was 2 per cent. 


Group C. Pregnant women suffering from 
infectious hepatitis and vitamin B de- 
ficiency. 

In 2 cases of pregnancy (cases 13 and 14) 
vitamin be deficiency was associated with 
severe liver damage due to infectious 
hepatitis, the deficiency syndrome having 
appeared during the course of the disease. 
The blood and urine oestrone levels were 
normal. Furthermore, additional oestrone 
administered was rapidly inactivated in the 
body, as shown by the oestrone clearance 
test. 
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Case No. 13. A multiparous woman, aged 28 
years, in the 4th month of her 5th pregnancy, was 
admitted to the department for treatment of 
infectious hepatitis. Since the beginning of the 
present pregnancy the patient had vomited fre. 
quently. A severe deficiency condition had 
resulted, principally manifested by pronounced 
atrophic glossitis, macerated areas in the angle of 
the mouth and pellagroid changes of the skin of both 
legs with marked polyneuritic symptoms. During 
the previous week vomiting had become more 
severe, and was associated with pain in the hepatic 
region, fever of 2 days’ duration and extreme 
muscular weakness. These symptoms were fol- 
lowed by the appearance of bile in the urine and 
by an icteric tinge of the sclerae. The jaundiced 
patient (icterus index: 200) was extremely under- 
nourished and had all the clinical symptoms of 
vitamin B-complex deficiency. The riboflavin 
excretion in the daily urine was 75y per litre, and 
pyruvic acid excretion in the urine was high, 320 
mg. in 24 hours. Liver function tests pointed to 
serious liver damage: Cephalin test +++, and 
Takata-Ara reaction+. The inability of the liver 
to esterify cholesterol was demonstrated by the 
relatively high ratio of free cholesterol (76 per cent) 
to cholesterol-ester (52 mg. per cent). The total 
cholesterol blood concentration was 128 mg. per 
cent. Blood urea as well as amino acids and glucose 
were normal. 


On physical examination a slightly enlarged and 
tender liver and a soft and enlarged spleen were 
observed. These findings were associated with 4 
poor general condition marked by a tachycardia of 
120, apathy and extreme asthenia, indicating 4 
severe form of infectious hepatitis. Notwithstand- 
ing the evident signs of vitamin B deficiency and 
of severe liver damage (Zondek and Black), 00 
impairment of the mechanism of oestrone inacti- 
vation was found. The oestrone content of the 
urine was 500 M.U. per litre in 24 hours, a normal 
value for the 4th month of pregnancy. The recovery 
of 4 per cent oestrone in the urine after intra 
muscular injection of 125,000 M.U. was normal. 
The patient recovered after a severe hepatitis of 
4 weeks’ duration. 


Case No. 14. A 4-para, aged 27 years, was 
admitted to the hospital for treatment of infectious 
hepatitis during the 7th month of pregnancy. Tet 
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days prior to admission the patient suffered from 
loss of appetite, nausea and asthenia which were 
later attributed to a preicteric stage of infectious 
hepatitis. At the time of admission the patient had 
severe jaundice with an icterus index of 220. She 
complained of pain in the right upper abdomen, 
and the liver was found to be distinctly enlarged. 
The nutritional history of the patient showed that 
her daily intake of the various fractions of the 
vitamin B-complex was considerably below the 
required minimum. The deficiency was later 
aggravated by vomiting, and was associated with 
glssitis, cheilosis, angular stomatitis and corneal 
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vascularization. The daily excretion of riboflavin 
in the urine was very low, 65. Liver function tests 
revealed serious hepatic impairment (cephalin test 
++, Takata-Ara ++, Van den Bergh +++, 
blood glucose, 67 mg. per cent). The general con- 
dition of this patient deteriorated and the urea 
blood level dropped to 6 mg per cent. O6cstrogen 
titration of the blood and urine and the oestrone 
clearance test performed at this time failed to 
demonstrate impairment of oestrone metabolism. 


Our results are summarized in Tables I 
to ITI. 








Taste I. 

Group A. Data obtained from regularly menstruating women with vitamin B deficiency. 
Case Clinical history, symptoms, signs Endometrial Vaginal Oestrogen level Oecstrone 
No. of vitamin B deficiency pattern smear in blood serum _ clearance 

ua and urine test 
~ 1, Age 22 years, 26-30 days’ men- Progestational Normal 
stual cycle, 4 days’ normal flow, phase oestrogenic 
glossitis, cheilosis, corneal vascu- activity 
larization, diarrhoea, riboflavin, 
excretion in urine: 907 per litre 
2. Age Ig years, 28 days’ menstrual Progestational Normal 
cycle, 3-5 days’ normal flow, glos- phase oestrogenic 
sitis, corneal vascularization, activity 


pellagroid skin changes, riboflavin 
excretion in urine: 70 to goy per 
litre 


3. Age 31 years, vaginal discharge, Progestational Normal 120M.U./litre Recovery 
30 days’ menstrual cycle, 3-4 days’ phase oestrogenic in urine 0.5 per 


flow, colpovaginitis,  glossitis, 
cheilosis, fissuring of the lips, 
corneal vascularization, daily ribo- 
flavin excretion in urine: 80 to 
100y per litre 


activity 25 M.U. /litre cent 
in blood 


4. Age 34 years, 30 days’ menstrual Progestational Normal 
cycle, 3 days’ normal flow, stoma- phase oestrogenic 


titis, perléche, vomiting, asthenia, 
riboflavin excretion in urine: 65 
to 85y per litre 


activity 


5: Age 21 years, fatigue, diarrhoea, Progestational Normal 200 M.U./litre 
abdominal pain, 26 days’ cycle, phase oestrogenic in urine 


3 days’ normal flow, glossitis, 
angular stomatitis, seborrheic ac- 
cumulations in the naso-labial 
folds, pellagroid skin changes, cor- 
neal vascularization, riboflavin 
excretion: 75 to 957 per litre, 
pyruvic acid excretion in 24 hours’ 
urine: 280 mg. 


activity 33. ye 1, 
in bloo 


6. Age 41 years, 31 days’ menstrual Progestational Normal Recovery 
cycle, 5 days’ normal flow, glos- phase oestrogenic 0.5 per 


Sitis, cheilosis, corneal vasculari- 
zation, riboflavin excretion in 
_urine: 90 to 100y per litre 


activity cent 
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TaBLe II. 
Group B. Data obtained from pregnant women with vitamin B deficiency. 
Case Clinical history, symptoms, signs Endometrial Vaginal Oestrogen level Oestrone 
No. of vitamin B deficiency pattern smear in blood serum __ clearance 
and urine test 
7. Age 35 years, 3-para, 5th month, Progestational Normal 
vomiting, angular, stomatitis, phase oestrogeni« 
glossitis, pellagroid skin changes, activity 
riboflavin excretion in urine: 85 
to 95y per litre 
8. Age 26 years, 2-para, 7th month, Progestational Normal 4,000M.U./litre Recovery 
cheilosis, glossitis, stomatitis, phase oestrogenic in urine Ca. 4.5 
polyneuritis, corneal vasculariza- activity 500 M.U./litre per cent 
tion, riboflavin excretion in urine : in blood 
60 to 85y per litre 
9. Age 24 years, 1-para, 8th month, Progestational Normal 
vomiting, diarrhoea, asthenia, phase oestrogenic 
glossitis, chellosis, angular stoma- activity 
titis, riboflavin excretion in 
urine : 60 to 857 per litre 
10. Age 34 years, 6-para, 8th month, Progestational Normal 5,000M.U./litre Recovery 
stomatitis, cheilosis, corneal vas- phase oestrogenic in urine ca. 2.0 
cularization, riboflavin excretion activity 1,000 M.U./litre per cent 
in urine: 65 to goy per litre in blood 
11. Age 29 years, 3-para, 6th month, Progestational Normal 
glossitis, pellagroid skin changes, phase oestrogenic 
corneal vascularization, riboflavin activity 
excretion in urine: 60 to 100y per 
litre 
12. Age 32 years, 2-para, 9th month, Progestational Normal 
cheilosis, glossitis, pellagroid phase oestrogenic 
changes of skin, riboflavin excre- activity 


tion in urine: 95 to 100y per litre 





DISCUSSION. 


Our observations on a series of women 
with manifestations of severe vitamin B 
complex deficiency fail to demonstrate any 
excess of oestrogenic hormone activity in 
these patients. Ifthe presence of vitamin B 
in the body were necessary for the inacti- 
vation of oestrone by the liver in women, 
various symptoms of hyperoestrinism 
(e.g., abnormal genital bleeding, glandular 
hyperplasia, sterility and unusually 
elevated oestrogen levels in the blood and 
urine) might have been expected to occur 
in such cases. However, our patients with 
vitamin B deficiency did not differ from 


normal women in these respects (Group A). 
Furthermore, oestrone clearance _ tests 
demonstrated that the livers of these 
patients were able to inactivate large doses 
of injected oestrone. 

Since the livers of patients suffering from 
vitamin B deficiency readily inactivated the 
total amount of oestrogenic substance 
secreted during the normal genital cycle, 
further tests were made in order to ascer- 
tain whether such livers are also able to 
inactivate the increased amount of oestro- 
gen present in normal pregnancy (Group 
B). In all the cases studied, oestrogen 


inactivation by the liver was found to be 
unimpaired, and even the large additional 
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TaBLeE III. 
Group C. Data obtained from pregnant women suffering from vitamin B deficiency and infectious 
hepatitis. 
Case Clinical history, symptoms, signs Endometrial Vaginal Oestrogen level Oecestrone 
No. of vitamin B deficiency pattern smear in blood serum _ clearance 
and urine test 

13. Age 28 years, 5-para, 4th month, Progestational Normal 500M.U./litre Recovery 
infectious hepatitis, vomiting, phase oestrogenic in urine Ca. 4.0 
atrophic glossitis, macerated areas activity per cent 
in the angles of the mouth, pella- 
groid changes of skin, polyneuritis, 
riboflavin excretion : 75y per litre, 
icterus index: 200, cephalin test 
+++, Takata-Ara, +, free cho- 
lesterol: 76 mg. per cent, choles- 
terol ester: 52 mg. per cent, pyru- 
vic acid : 320 mg. in 24 hours. 

14. Age 27 years, 4 para, 7th month, Progestational Normal 1,000M.U./litre Recovery 
infectious hepatitis, nausea, asthe- phase oestrogenic in 24 hours’ ca. 1.0 
nia, icterus index: 220, glossitis, activity urine per cent 


cheilosis, angular stomatitis, cor- 
neal vascularization, riboflavin 
excretion in urine: 657 per litre, 
cephalintest +++, Takata-Ara 
++, Van den Bergh +++ 
(direct) 


250 M.U./litre 
in blood serum 





amounts of oestrogen administered were 
easily inactivated. 

The mechanism of oestrone inactivation 
was normal, not only in pregnant women 
with adequate hepatic function, but also in 
patients whose livers were seriously 
damaged by infectious hepatitis during 
pregnancy (Group C). It has been shown 
that in patients suffering from acute liver 
damage a vital hepatic function such as 
cholesterol esterification may be lost, al- 
though oestrogen inactivation remains 
normal. In such cases a severe vitamin B 
deficiency syndrome develops after the 
failure of normal liver function, yet no 
impairment in oestrone metabolism ensues. 
Only in extreme failure of the liver function 
(precoma or coma hepaticum) is any 
impairment observed in the ability of the 
liver to inactivate oestrone (Zondek and 
Black, 1947). 

Our clinical findings were corroborated 
by animal experiments (Zondek and Finkel- 





stein, 1947). Rate maintained on vitamin 
B-free diets were able, even in a state of 
cachexia, to inactivate injected oestrogen 
in vivo. It follows that vitamin B is not an 
essential factor in the oestrogen inactivation 
mechanism. 


SUMMARY, 


(1) Inactivation of endogenous and exo- 
genous oestrogen remains unimpaired in 
vitamin B deficiency. This is proven by the 
following findings: 

(a) No clinical symptoms of hyper- 
oestrinism (e.g., enlarged uterus, cystic 
mastitis, etc.) were observed. 

(b) Vaginal smears were normal. 


(c) Biopsies of the endometrium taken 
before menstruation showed a normal pro- 
gestative phase. 


(d) Oestrogen titres in the blood and urine 
were normal. 
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(e) Oestrone, injected for an oestrone 
clearance test, was inactivated in a normal 
manner. 


(2) Pregnant women suffering from 
vitamin B deficiency showed no impair- 
ment of oestrogen inactivation and this 
holds true even when their liver function 
was otherwise damaged by concurrent 
infectious hepatitis. 


(3) Since no changes in oestrogen inacti- 
vation were observed in women suffering 
from severe vitamin B deficiency, the 
vitamin seems not to be an essential factor 
in the oestrogen inactivation mechanism. 
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EVOLUTION AND GROWTH OF TADPOLES BY FEEDING VERNIX 


CASEOSA, PROGESTERONE AND FOLLICULIN 


BY 


PROFESSOR L. Lajos, 
AND 
F. SZONTAGH, 
Gynaecological and Obstetrical Clinic, University of Pecs, Hungary. 


In recent communications (Lajos and 
Szontagh, 1942, 1947a, 1947b) we reported 
that vernix caseosa has a powerful oestro- 
genic effect. Simultaneously we found that 
even large doses of vernix have no 
gonadotrophic action (Lajos and Szontagh, 
1947b, 1947¢). 

These results, combined with promising 
clinical observations (to be reported else- 
where) and some data of the literature 
(Erbsloh, 1942a, 1942b, 1943; Markow and 
Kissin, 1927; Kulka, 1932; Gy6érgy and 
Borbath, 1943) suggested that the vernix 
caseosa plays an important physiological 
role in foetal development. The high 
folliculin content is certainly of great 
importance. The problem whether other 
factors have to be considered had to be 
investigated, 


EXPERIMENTS. 

Four groups, consisting each of 25 tad- 
poles, originating from the same batch of 
eggs, were kept in daily-changed tap water 
of 20-22°C. (68-72°F.). The tadpoles were 
fed with dried and pulverized hog’s heart. 
To the food of Group I, ro per cent vernix 
caseosa was added, Group II received 1000 
1.U. folliculin per g. food, Group III 1 mg. 
progesterone per g. food, and Group IV 
served as control. 

On the 11th day of the experiment (11th 
April, 1947) a slight difference in favour 





of Group I, that receiving vernix, could be 
observed. On the roth day this difference 
was quite evident (Fig. 1). The tadpoles 
fed with vernix markedly exceeded in 
in growth all others, those receiving pro- 
gesterone coming second, while no differ- 
ence was observed between the folliculin 
and control group. 

At the end of the 3rd week a difference 
in the rate of evolution became apparent. 
Table I shows that in Group I (vernix) the 
buds of the distal extremity appeared 6 
to 10 days, and those of the proximal 
extremities 12 to 15 days, earlier than in the 
other groups. 

Fig. 2 shows the animal in the most 
advanced stage of metamorphosis from 
each group on the 37th day. In Group I 
(vernix) metamorphosis was nearly com- 
plete in some animals, while in the other 
3 groups only the distal extremities were 
apparent. 

Metamorphosis was completed earliest 
in the vernix group; the other groups fol- 
lowed with a minimum lag of 8 to 10 days. 
It is rather remarkable that in the vernix- 
fed group an interval of only 4 days elapsed 
between the first and the last animal of the 
group completing metamorphosis; while in 
Group II (progesterone) 23, in Group III 
(folliculin) and Group IV (control) 44, days 
were necessary. It seems noteworthy that 
in 5 animals of Group III metamorphosis 
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Taste I. 

I 2 3 4 5 “9 

Appearance Day of experiment on which Interval between completion 

, Appearance of of buds of metamorphosis was com- of metamorphosis of the 

Group buds of distal proximal pleted by first and last first and last animal of the 

extremity extremity animal group 

i. 20th day a 30th day 39th-43rd day 4 days = 
Il. 26th ,, 42nd _ ,, 47th-7oth _,, 23» 
ITI. 30th ,, 44th ,, 49th-93rd__,, 44 
IV. 30th _,, 45th ,, 49th-93rd sé, AA 95 





"The figures of columns 2 and 3 give the day of the experiment on which 50 per cent of the animals 


reached the specified state of metamorphosis. 


remained incomplete and 2 of these died on 
the 121st and 3 on the 157th day. 

Table II registers the weight of the 
animals. The greatest gain of weight was 
observed in the vernix-group. The rela- 
tive gain was greatest at the end of the 4th 
week in the vernix-group, and at the end 





in formalin after completing metamorpho- 
sis. The difference is less than during 
earlier stages of the experiment, but never- 
theless marked. 

The possibility that the fat content of 
vernix caseosa might be a factor in promot- 
ing growth had to be considered. Therefore 











TaBLeE II. 
Weeks ' 37 i ie ilaiihell 4 a 5 6 
- Percent | ~+~Percent'  —__- Percent Per cent 
Weight difference Weight difference Weight difference Weight difference 
Group of 20 compared of 20 compared of 20 compared of 20 compared 
animals with animals with animals with animals with 
in g control in g. control in g. control in g. control 
I 8.0 : 37.9 II.0 ey 64.1 14.7 59-7 _ — 
II. 6.5 12.0 | 14.9 12.2 32.6 13.4 6.3 
III. 5.8 0.0 6.8 1.5 9.9 7.6 12.9 23 
IV. 5.8 — 6.7 —_ g.2 — 12.6 _ 


of the 5th week in the progesterone-group. 
Later the difference between these groups 
and the others diminished in accordance 
with the onset of metamorphosis. Table 
III shows the weight of the animals fixed 





TaBLeE III. 
Per cent 
Weight of difference 
Group 20 animals compared 
in g. with control 
group 
A. 8.8 31.3 
a, 8.4 25.3 
Iil. 7.6 13.3 
aN . 6.7 -— 


2 groups of 15 five-weeks-old tadpoles of 
the same batch were fed with 10 per cent 
vernix and 10 per cent suet respectively. 
Table IV shows that no significant dif- 
ference was observed between the 2 groups 
regarding the onset of metamorphosis, nor 
in the completion of metamorphosis of the 
first animals of both groups. Yet while in 
the vernix-group all animals completed 
metamorphosis within 28 days after the first 
of the group, in the suet-group 42 days 
elapsed. Even more pronounced were the 
differences of body-weight (Table V), the 
weight of the vernix-group being 35 Pe 
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TaBLeE IV. 
I 2 3 4 5 
‘a Appearance Day of experiment on which Interval between completion 
Appearance of of buds of metamorphosis was com- of metamorphosis of the 
Group buds of distal proximal pleted by first and last first and last animal of the 
extremity extremity animal group 
~ Vernix 44th day 48th day . soth-78th day _ piaile none: 28 days 
Fat 46th ,, grace. 5; 51st-93rd_ ,, 42 is 





The figures of columns 2 and 3 give the day of the experiment on which 50 per cent of the animals 


reached the specified state of metamorphosis. 





TABLE V. 
Weeks 5 6 7. After metamorphosis _ 
Per cent Per cent Weight Per cent 
Weight Weight difference Weight difference of 10 difference 
Group of 10 of 10 compared of 10 compared fixed with 
animals animals with animals with animals control 
in g. in g. control in g. control in g. group 
Vernix aa 3:7 27-5 4.6 35-2 4.0 25.0 ie 
Fat a4 2.9 —_— 


cent above the suet-group on the 14th day 
of the experiment and 25 per cent above the 
suet-group after complete metamorphosis. 


DISCUSSION. 


Our results seem to show conclusively 
that while vernix caseosa promotes growth 
and metamorphosis, progesterone acts only 
on growth and folliculin has no obvious 
effect. 

The fat-content of vernix as a possible 
cause could be excluded (McCarrison, 1921) 
and the same could be said of folliculin, 
although the data of earlier investigator: 
in this respect are somewhat contradictory 
(Abderhalden, 1915; Laqueur, Borchardt, 
and de Jongh, 1927); Borchardt, 1930; 
Romeis, 1920). 

It is known that thyroid feeding acceler- 
ates metamorphosis and inhibits growth and 
thymus promotes growth and_ inhibits 
metamorphosis (Gudernatsch, 1921; 


Abderhalden, 1915, 1919; Romeis, 1920, 
1923, 


1922, 1924). Results with the 


3-4 — 3.2 — 


pituitary were not uniform, in some cases 
growth was accelerated and metamorphosis 
inhibited, in others the reverse was ob- 
served (Abderhalden, 1919). Some growth- 
promoting action was observed following 
administration of epiphyseal extracts, and 
a more pronounced one from parathyroid 
extracts (Romeis, 1920). Some investiga- 
tors observed acceleration of metamor- 
phosis by the placenta (Abderhalden, 
1919), while others found it inactive 
(Ganfini, 1930). De Nunno (1932) re- 
ported that pulverized decidua or an extract 
of decidua promotes both growth and 
metamorphosis. The active principle was 
contained in the alcohol-soluble lipoid 
fraction. 

Otherwise results resembling ours, in so 
far that acceleration of both growth and 
metamorphosis were obtained, were obser- 
ved only when combinations of endocrine 
glands were tested. The promotion of 
growth and metamorphosis as observed in 
our experiments with vernix resemble the 
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combined effect of thymus and thyroid 
feeding (Abderhalden, 1915), but until 
further data are collected any statement 
about the mechanism of the action of vernix 
would be necessarily highly speculative 
and therefore premature. 


SUMMARY. 


Addition of 10 per cent vernix to the food 
of tadpoles is followed by a marked 
acceleration of growth and metamorphosis. 
Progesterone promotes growth, but has no 
effect of metamorphosis. Folliculin or fat 
feeding has no definite effect on either. 
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Fic. 1. 
The biggest animal in each group on the 
19th day. 
I. Vernix. II. Progesterone III. Folliculin. 


IV. Control. 
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Fic. II. 
Animals in most advanced stage of metamorphosis on 37th day. 
I. Vernix. II. Progesterone. III. Folliculin. IV. Control. 
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DEMONSTRATION BY INFRA-RED PHOTOGRAPHY OF THE 


SUPERFICIAL VEINS IN THE PREGNANT AND 
NON-PREGNANT WOMAN 


BY 


KENNETH Bowes, M.D., M.S., F.R.C.S., 
Obstetric Physician, St. Thomas’s Hospital; Surgeon, Grosvenor 
Hosfital for Women; 


S. H. RITERBAND, M.D., 
Laie Senior Obstetncal and Gynaecological Officer, Lambeth 
Hospital, L.C.C. 


J. E. ANDREwS, F.I.B.P., 
Senior Medical Photographer, L.C.C. 


INFRA-RED rays demonstrate structures 
not well visible to the naked eye or to a 
photographic film sensitive only to a normal 
range of wavelength. Penetration by these 
rays occurs to a depth of 3 to 2mm. below 
the surface of the skin; they are well 
adapted, therefore, for the display of super- 
ficial subcutaneous veins. Plates I and II 
show the contrast between photographs of 
the breast taken with ordinary orthochro- 
matic film and film sensitive to infra-red 
rays. The facilities and scope of the use of 
these rays in clinical photography have 
been recognized and papers have appeared 
on the subject. Massopust (1936) and 
Gorman and Hirsheimer (1939) considered 
their application to the changes taking place 
in the superficial venous system of the 
pregnant woman, and showed, photo- 
graphically, the enlargement and extent of 
these veins, so well recognized clinically. 
Their conclusions seemed worthy of re- 
examination and amplification, and in view 
of the medical photographic service avail- 
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able in the London County Council 
Hospitals it was decided to carry out an 
investigation as there does not seem to have 
been much done on this subject in Britain. 
Whilst, in the main, our results support the 
observations of previous observers, certain 
others have been made, particularly in 
regard to the details and the extent of the 
changes in the breast veins during preg- 
nancy. 


Matenal. 

Patients (115) drawn from the Antenatal 
Clinics at St. Thomas’s Hospital and 
Lambeth Hospital were photographed to 
demonstrate the changes in the superficial 
venous system during pregnancy and the 
puerperium. Forty were primigravidae 
and 42 were multigravidae. Cases of 
various types of abortion were also in- 
cluded. 

The areas chosen for photography were 
the breast as being the area most capable 
of showing variation ; the abdomen in some 
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cases; the legs; and in a few patients, the 


vulval area. Thirty-three non-pregnant 
patients were also photographed as controls 
and to repeat observations (Gorman and 
Hirsheimer, 1939) on the lack of changes in 
the menstrual cycle ; also to demonstrate the 
effect of local lesions in the breast. 

Lastly, encouraged by the differences 
apparent in the superficial venous system of 
the breast in the non-pregnant and pregnant 
patients, a series of 70 has been studied to 
see if these changes have any bearing on the 
differential diagnosis of pregnancy from the 
causes of secondary amenorrhoea, etc. 


Photographic Details. 

Camera. Half-plate studio type with 
Thornton Pickard roller-blind shutter and 
mahogany slide boxes to hold the plates. 

Lens. 83-inch F/4.5 Dallmeyer Serrac. 
With this lens focusing can be carried out 
in a routine manner, as the foci of the I.R. 
rays and ordinary light are the same. The 
lens is then covered by the filter which is 
almost opaque. 

Lighting. Two “‘ photoflood ’’ lights in 
reflectors, one on each side of the camera 
and 12 inches away from the lens and a 
little below the optical axis toavoid shadows 
under the breasts. The patients’ eyes are 
shielded from the strong light. 

Distance. Four feet from the subject. 

Exposure. Two seconds at F/8. The 
patient is requested to hold her breath 
during the exposure. 

Plates. Kodak I.R. type III R. 6} 
inches by 4? inches. These are not stocked 
by the manufacturer, but can be made to 
order, 

Developer. M.Q.(Kodak D 19 b. 1). Four 
to 5 minutes at 70°F. 

Position of patient. Sitting. 

The negative may prove to be more or 
less dense according to whether the patient 
is blonde or brunette. This is unimportant. 
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Consideration of Changes of the Veins in 

Areas Studied. 

The superficial veins studied in_ the 
breast, abdomen, legs and vulva show 
changes, to varying degrees, during the 
pregnancy. These changes are earliest to 
appear and are most marked in the breast. 
In non-pregnant women no changes are 
demonstrable during the phases of the 
menstrual cycle, even in patients com- 
plaining of pre-menstrual fullness. Varia- 
tions found in non-pregnant women depend 
mainly on pendulosity of the breast; in 
which case the lateral radicles of the internal 
mammary veins and the intercostals tend 
to be more marked. After the menopause 
the veins become less marked. Local 
changes may also be found if a tumour is 
present in the breast. 


The Veins of the Breast during Pregnancy 
and Lactation. 

The findings of Gorman and Hirsheimer 
(1939) that observable changes occur in the 
breast veins as early as 3 to 4 weeks of 
pregnancy were confirmed. These changes 
are usually marked by 8 weeks or so (Plates 
III and IV). In typical cases the veins 
increase in number, the main radicles 
become thicker and photograph with a 
much increased density, anastomoses 
develop between the veins, particularly 
as they approach the nipple, and in many 
cases the circumareolar plexus becomes 
very marked indeed. Gravidity (primi- 
gravid or multigravid) appears to have no 
effect on these changes, but the extent to 
which they occur is variable and not con- 
stant in time of appearance. Thus, a single 
photograph may not show them, but 
another, taken a few weeks later, may do 
so. In general, it was the impression that 
patients who were threatening to abort 
showed less marked changes than those 
with a normal pregnancy (Plates V, VA, 
and VB). The veins became more marked 
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still towards term and this is also the case 
in the puerperium (Plates VI and VII). 
Following cessation of lactation, some 
weeks or months elapse before a return to 
normal occurs. The same is true following 
abortion. In general, there is a striking 
contrast between the I.R. photograph of the 
breast in the pregnant and non-pregnant. 
Notably, in the latter the collateral anasto- 
moses are absent or not opened up, but the 
appearance can partially be simulated in 
the non-pregnant breast if pendulous. In 
pregnant patients the collaterals to the arms 
are usually more marked than in the non- 
pregnant. These vessels may also be en- 
larged from other causes, e.g., thoracic 
tumours. In view of discussion as to the 
cause of the change in appearance of 
the breast veins in pregnancy, photo- 
graphs were also taken of local breast 
lesions (Plate VIII). These showed 
that a lesion in the one breast may 
produce local enlargement of the veins in 
that breast. Furthermore, a patient who 
was pregnant subsequent to an amputation 
of the breast for cancer previously showed 
changes characteristic of pregnancy in the 
remaining breast and also enlargement of 
the veins on the amputated side. 


Veins of the Leg. 


Contrary to the clinical impression that 
veins of the leg become larger early in 
pregnancy no change was demonstrated 
under about 4 to 5 months when the saphe- 
hous system can be shown. The change, 
once it has appeared, does not seem to be 
altered by the duration of the pregnancy. 


Veins of the Abdominal Wall. 


As in the leg, the changes are not marked 
and appear from the fifth month onwards. 
The superficial epigastric and thoracic 
anastomoses can be shown. 
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Vulva and Vagina. 

These areas are not well suited to demon- 
stration. The vulva must be shaved, as the 
rays do not penetrate hair. The darker 
pigmentation of the skin, and the more 
diffuse veins do not give a good picture. 


Causation of the Changes. 

Various theories have been put forward 
in explanation of the changes. These may 
be summarized as: (1) dilatation and 
apparent increased vascularity are due 
to metabolic demands of the breast tissue ; 
(2) the changes may be due to hormonal 
influences; (3) there may be physical 
alteration in the calibre of the veins and 
their depth from the surface of the skin 
which makes them appear more prominent 
in the photographs. It is also possible that 
the same cause is not responsible for the 
changes in all the observed areas. The later 
appearance of the veins in the legs and on 
the abdomen would seem to be against a 
generalized factor such as an endocrine 
stimulus. It would appear to be very reason- 
able to suggest that in the leg the main cause 
is increased pressure as the veins appear 
when the uterus is well developed in size. 
Similarly, in the case of the abdomen, the 
third explanation as put forward by Gor- 
man and Hirsheimer would seem to be 
applicable, i.e., that the uterus increasing 
in size pushes forwards the abdominal wall 
and makes the veins come nearer to the 
surface and hence more easily photo- 
graphed. 

The earliness of the changes seen in the 
breast would seem to us to be in favour of 
the local demands of the developing tissue. 
This in turn may be caused by the endocrine 
stimulus to the breast tissue in early preg- 
nancy or by direct action on the unstrip- 
ped muscle of the veins themselves. The fact 
that definite changes of increased vascu- 
larity are noted in other breast lesions is in 
favour of this, as is also the demonstration 
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of enlarged radicles in the amputation scar 
of another patient (Plate VIII). The vari- 
able extent of the changes in pregnancies 
and in abortional cases may be further 
evidence. 


The Breast Veins as a Physical Sign of 
Pregnancy and an Aid to Diagnosis. 
Encouraged by the very definite contrast 

seen under favourable circumstances 
between the photographs of the veins of the 
breast in the pregnant and non-pregnant 
patients, a series of photographs was taken 
of patients attending the antenatal and 
gynaecological clinics to see if sufficient 
accuracy could be attained to establish a 
diagnosis or not of pregnancy. Cases sent 
up for ‘‘booking’’, patients ‘‘ booked ’’ 
(these are referred to in the above table as 
“‘routine’’ or “‘R’’), and cases with 
secondary amenorrhoea of doubtful diag- 
nosis referred by our colleagues were 
included (these latter are labelled 
“Puzzled’’ or “‘P”’ in the table). The 
diagnosis for the I.R. material was made 
before the clinical history was given. For 
these cases, the one breast only was photo- 
graphed so as to exclude confusion from the 
upper thoracic veins which are frequently 
marked in patients with pendulosity of the 
breasts and to demonstrate in detail the 
developing collaterals. We have listed the 
main details and results of this series in the 
table. 

If the changes fully typical of pregnancy 
were present, viz., increase in density and 
lumen of veins, development of the mosaic 
patterns of collateral circulation, and/or 
the enlargement of the circumareolar veins, 
a full ‘‘ positive ’’ diagnosis was given. Not 
infrequently, particularly in abortional 
patients, changes suggestive of pregnancy, 
but not fully definite, were found. The 
mosaics are less dense and appear “‘ broken 
up’’. These are listed as ‘‘ probable 
positive ’’ or “‘ doubtful ’’ as an attempted 
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forecast. Some were re-photographed 
later and showed more positive changes, 
Our series is too small for any real accuracy 
of statistics and therefore we make no 
attempt at detailed analysis. Of all 
‘“‘ positive ’’ (full and probable) 53 were 
correct, I incorrect. Of the full positive 35 
were correct, none incorrect. Of the “‘prob- 
ables ’’ 17 were correct and I incorrect. 

If none of the changes were present a 
‘negative ’’ diagnosis was made. Of 17 
“negative ’’ results, 12 were correct and 5 
incorrect. 

As compared with the “‘ positive ’’ results 
these last were disappointing in their 
inaccuracy. 

The results in abortional cases are inter- 
esting, but no great help -is obtained 
clinically as the changes take longer to 
disappear than the time taken for an 
Aschheim-Zondek or Friedman test to 
become negative. The results are mis- 
leading, therefore, as to the continuation or 
not of a pregnancy in threatened abortion. 

A test for pregnancy should be at least 
95 per cent accurate. It should be rapid, 
simple to carry out and preferably cheap. 
The I.R. photographs do not appear to 
give a high enough degree of accuracy, 
certainly so far in the ‘‘ negative ’’ results, 
but have the merits of being cheap and rapid 
to carry out and are a help easily obtained 
in a hospital with a good photographic 
unit. The method must be regarded as one 
of demonstrating a physical sign of preg- 
nancy which is subject to the vicissitudes of 
such physical signs. 

It is possible that other aids to the photo- 
graphy may increase the degree of 
accuracy. We have found that the use of 
the negative plate is better than the print 
‘* positive ’’ made fromit. Also ina doubt- 
ful case repetition of the photograph a week 
or two later may show developing changes. 
This may help to improve the results in the 
““ negative ”’ series. 
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PREGNANCY DIAGNOSIS SERIES. 
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22 oO oO 
32 oO oO 
27 oO 1) 
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- Negative 


LR. 


Diagnosis 





Positive 

Negative 

1. Probable 
positive 

2. Positive 
(repeat) 

Positive 

1. Positive 
(probable) 

2. Positive 

Positive 


Positive 


Positive 


Negative 


Positive 
(probable) 


Positive 
Negative 
Negative 
Positive 


(probable) 
Negative 


Positive 


Positive 


Positive 
(probable) 


Routine or 
puzzle 


Clinical findings 


Result 





6 weeks’ amenorrhoea 
Thought herself pregnant 
Aschheim-Zondek negative 
Period came on later 

7 weeks’ amenorrhoea 
Clinically pregnant 

6 weeks’ amenorrhoea 
Thought herself pregnant 
Clinically not pregnant 

3 months amenorrhoea 
Clinically pregnant 


3 months’ amenorrhoea 
Clinically pregnant 

2 months’ amenorrhoea 
Sterility case 

Clinically pregnant 

3 months’ amenorrhoea 
Intact hymen. Pregnant 
5 months’ amenorrhoea 
Thought not pregnant 
Later AZ. positive. Had small 
losses 

4 months’ amenorrhoea 
Clinically pregnant 


2 months’ amenorrhoea 
then had loss and loss 
again a month later 
Clinically pregnant 

2 months’ amenorrhoea 
Clinically pregnant 

Had “‘ losses ’’ 

3 months’ amenorrhoea 
Clinically pregnant 

to weeks’ amenorrhoea 
Clinically pregnant 

4 months’ amenorrhoea 
Clinically pregnant but 
patient would not believe it 
2 months’ amenorrhoea 
Clinically pregnant 

4 months’ amenorrhoea 
Clinically pregnant 
Later had early and 
marked pre-eclamptic 
toxaemia 

5 months’ amenorrhoea 
Clinically pregnant 

3 months’ amenorrhoea 
Vaginal bleeding 
Attempted criminal abortion 
3 months’ amenorrhoea 
Threatened abortion 
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Correct 


Correct 


Correct 


Correct 


Correct 


Correct 


Correct 


Correct 


Incorrect 


Correct 


Correct 
Incorrect 


Incorrect 


Correct 


Incorrect 


Correct 


Correct 


Correct 
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Previous 
obstetric 
history LR. Routine or 
No. Age i M Diagnosis Clinical findings puzzle Result 
ot. See 8, above 
22. 22 oO oO Positive 10 weeks’ amenorrhoea R Correct 
(probable) Clinically pregnant 
23. 21 oO oO Negative 10 weeks’ amenorrhoea Pp Correct 
Clinically not pregnant 
24. 21 o oO Positive 30 weeks’ amenorrhoea P Correct 
Clinically—state of preg- 
nancy had been queried 
25. 24 o o Positive 3 months’ amenorrhoea P Correct 
(probable) Clinically pregnant 
(2 irregular losses) 
26. 21 oO oO Negative 5 months’ amenorrhoea R Correct 
Clinically not pregnant 
27. 24 I I Positive 6 weeks’ amenorrhoea Le Correct 
(probable) Then 2 losses. Thought (Tubal mole 
clinically not pregnant at operation) 
28. 45 oO oO Positive 4 months’ amenorrhoea ‘eg Incorrect 
(doubtful) Clinically not pregnant 
29 25 oO I Positive 4 months’ amenorrhoea P Correct 
& 44 (probable) Threatened abortion 
Clinically pregnant 
30. 24 3 oO Positive Threatened abortion Yr Correct 
(probable) 2 months’ amenorrhoea 
Clinically pregnant 
ai. 32 I oO Positive 3 months’ amenorrhoea R Correct 
Clinically pregnant 
Aschheim-Zondek, positive 
a2. 22 oO o Negative Clinically not pregnant R Correct 
2a 29 oO o Positive 3 months’ amenorrhoea R Correct 
Clinically pregnant 
34. See 8 above 
35- 26 oO oO Positive 2 months’ amenorrhoea R Correct 
Clinically pregnant 
36. 33 I oO Positive 10 weeks’ amenorrhoea R Correct 
Clinically pregnant 
37- 32 oO oO Positive 10 weeks’ amenorrhoea P Correct 
(probable, of ? Incomplete abortion (abortional) 
abortional Aschheim-Zondek, negative 
type) 
38. 21 I oO Positive 3 months’ amenorrhoea R Correct 
Clinically pregnant 
39 23 I oO 1. Positive 6 weeks’ amenorrhoea r Correct 
& 79. (probable) Thought not pregnant 
2. Positive clinically, at first 
Clinically, pregnancy con- 
firmed later 
41. 39 I I Positive 2 months’ amenorrhoea R Correct 
Clinically pregnant 
42. 33 I I Negative 2 months’ amenorrhoea R Incorrect 
Clinically pregnant 
43. 19 oO oO Negative Clinically not pregnant a Correct 
44. See 29, above. 
45- See 9, above. 
46. 24 I o Positive Incomplete abortion P Correct 


Tissue in uterus at time 
of photograph 
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64. 
67. 
68. 
70. 
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73: 
74: 
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Previous 
obstetric 
. history IR. 
Age Cc M Diagnosis 
31 o oO Positive 
39 2 oO Negative 
23 oO oO Positive 
(probable) 
42 a oO Positive 
(probable) 
44 I oO Positive 
17 oO oO Negative 
17 o oO Positive 
54: 
26 oO oO Positive 
23 oO oO Negative 
40 2 2 Positive ? 
(probable, of 
abortional 
type) 
27 oO oO Positive 
25 I oO Positive 
31 oO oO Positive 
25 2 oO Positive 
(probable, of 
abortional 
type) 
26 I oO Positive 
25 oO oO Positive 
36 2 oO Positive 
31 3 ) Negative 
26 oO oO Positive 
29 I oO Positive 
33 oO oO Positive 
39 3 oO ? Negative but 
film to be 
repeated. 
Shows minor 
changes. 
28 2 oO Negative 


Clinical findings 





2 months’ amenorrhoea 
Clinically pregnant 
Clinically not pregnant 
‘* overdue ’’ and short 
period 

3 months’ amenorrhoea 
Clinically pregnant 

2 months’ amenorrhoea 
Patient was on admission 
list for menorrhagia 
Aborted later 

One month’s amenorrhoea 
Clinically pregnant later 
Clinically not pregnant 
Clinically pregnant 
Near term ! 

Clinically pregnant 

10 weeks’ amenorrhoea 
Clinically not pregnant 
Period started later 
Abortion later 


2 months’ amenorrhoea 
Clinically pregnant 
Aborted later 

2 months’ amenorrhoea 
Clinically pregnant 

2 months’ amenorrhoea 
Clinically pregnant 

? Threatened abortion 
6 weeks’ amenorrhoea 
Then loss for 3 weeks 


3 months’ amenorrhoea 
Clinically pregnant 

6 weeks’ amenorrhoea 
Clinically pregnant 
Had “‘ loss ’’. 2 months’ 
amenorrhoea. Clinically 
pregnant 

Clinically not pregnant 
4 months’ amenorrhoea 
Clinically pregnant 

4 months’ amenorrhoea 
Clinically pregnant 

4 months’ amenorrhoea 
Clinically pregnant 

10 weeks’ amenorrhoea 
Clinically pregnant 


10 weeks’ amenorrhoea 


Clinically not pregnant 








Routine or 
puzzle Result 
R Correct 
Pp Correct 
R Correct 
Correct 
P Correct 
R Correct 
R Correct 
R Correct 
P Correct 
| Correct 
R Correct 
R Correct 
Correct 
Pp Correct 
R Correct 
R Correct 
P Correct 
P Correct 
R Correct 
R Correct 
R Correct 
P Correct 
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Previous 
obstetric 
history LR. Routine or 
C M Diagnosis Clinical findings puzzle Result 





24 oO Negative Irregular periods 
for repeat 
28 fe) Positive 3 months’ amenorrhoea Correct 
Clinically pregnant 
See 39, above 
29 I Positive 14 weeks’ amenorrhoea Correct 
(probable) Clinically pregnant 
29 4 Positive 4 months’ amenorrhoea Correct 
Clinically pregnant 
25 3 Positive 4 months’ amenorrhoea ‘ Correct 
Clinically pregnant 
4 Negative 3 months’ amenorrhoea Correct 
Thinks herself to be 
pregnant. Not so clinically 
Poor negative 
(for repeat) 
Positive 3 months’ amenorrhoea Correct 
Pregnancy queried 
Clinically pregnant 
Positive 4 months’ amenorrhoea Correct 
Clinically pregnant 
Positive Baby born May 1947. One Correct 
loss in October. Clinically 14 
weeks’ pregnant by uterine 
size 








C =Infant delivered. M= Miscarriage. 


Numbers 40, 58, 59, 65, 66, 69 are missing from the above Table as they were patients photographed 
for puerperal changes in veins of the leg. 


Number 71 was a fogged negative. 
Numbers 75, 77, 84 are not completed as the negatives needed re-taking. 


We have great pleasure in thanking Sir and Drs. Dougall, G. Harrison and P. Bush 
Allen Daley for the encouragement to use for correlating some of the material. 
the L.C.C. Medical Photographic Service; 
Dr. J. E. McCartney, Pathological Service, 
L.C.C.; Dr. Watkins, Medical Superinten- REFERENCES. 
dent, Lambeth Hospital; our colleagues Gorman, W. A., and Hirsheimer, A. (1939): Sug., 


. , Gynec. Obstet., 68, 54. 
(medical and nurses) at St. Thomas’s and Massopust, L. C. (1936): Surg., Gynec. Obstet., 


Lambeth Hospitals for referring patients; 63, 86. 
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PLATE III 


Infra-red photograph of breast in early pregnancy showing veins developing (primigravid, aet 21, 8 weeks 
gestation). Collateral anastomoses present (cf. Plates VI and VII of same patient later in pregnancy). 


PLATE IV 
Infra-red photograph of breast in early preg- Infra-red photograph of breast in a case of 


—s showing marked development of tubal mole. (No. 27 of Pregnancy Diagnosis 
collaterals and circumareolar veins (2 gravida, Series) L.M.P. Nov. 28th. Para 2. Photo- 
ook 44. 3 weeks. amenorrhoea). : =. 51 of graph taken 13.1.48. Loss on 3.1.48 and 

Pregnancy Diagnosis Series. 8.1.48. Tubal mole later removed. This 


PLATE V 


photograph is typical of minor changes in the 

veins showing attempt at collateral formation 

and lack of density as compared with typical 

pregnancy. This appearance is frequent 0 
abortions. 





PLATE V(a) PLATE V(b) 

Infra-red photograph of breast in a 

case of early pregnancy showing 

‘ probable’ positive result. Patient 

aged 23, gravid, 2. 6 weeks amenor- 
rhoea. 


Same patient as Plate V(a). Infra- 
red photograph taken two weeks later. 
True ‘ positive ’ 


PLATE VI 


Infra-red photograph of case in Plate III above at later stage of pregnancy. 
Anastomoses developed and veins denser in appearance. (Patient one month 
from term.) 


K.B. 




















PLaTeE VII 


Lactational breast of case in Plates III and VI. Appearance more or less the same 
as in late pregnancy. Infra-red photograph. 





Piate VIII 


Infra-red photograph of patient, pregnant 16 weeks. Previous amputation of 
L. breast 4 years before for carcinoma, Multigravida. Typical pregnancy 
appearances in R. breast and veins on side of amputation show as densely. 
(Pregnancy Diagnosis Series No. 9.) 
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WILLIAM HARVEY—“THE FATHER OF BRITISH MIDWIFERY”* 


BY 


R. W. JoHNstToneE, C.B.E., M.D., F.R.C.S.Ed., F.R.C.0.G., 


Professor-Ementus of Obstetrics and Gynaecology, University of 
Edinburgh. 


THE exigencies of the times we have been 
living through have caused a break of nine 
years in the sequence of our gatherings— 
the longest gap in the Society’s history for 
overacentury. There has been ample time 
forme to ponder the address which it is my 
privilege and duty to offer you, but I have 
never wavered in the determination, which 
Imade on my appointment as your Presi- 
dent in 1939, to try to recall the memory of 
William Harvey as a man who made a 
notable contribution to the progress and the 
character of midwifery in Britain. 

In 192t the late Professor Herbert 
Spencer chose this as the subject of his 
Harveian Oration to the Royal College of 
Physicians of London, and brought to bear 
upon it his wide knowledge of early medical 
history. But none of our own presidents, 
who were identified with obstetrics in their 
professional life, has done a similar service 
to our Society—perhaps because of the 
comparative meagreness of the material for 
the study of this aspect of Harvey’s life and 
work. In these days of austerity an address 
founded on meagre materials may perhaps 
be accepted as a not wholly unsuitable 
precursor to a dinner similarly charac- 
terized ! f 

At any rate I feel it a duty to make the 





"Being the ‘‘ Oration ’’ delivered to the Edin- 
burgh Harveian Society, 21st May, 1948. 
t The oration is customarily delivered immedi- 


ately before the annual Dinner of the Society. 
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attempt, although I shall come far short of 
the hopes that led Thomas Aveling to say 
in the London Harveian Society in 1875— 
“‘ Perhaps some future orator will be bold 
enough to display Harvey in his practical 
medical life as an able obstetrician, and an 
original and successful gynaecian, selecting 
for his theme that of Parturition.’’ It was 
the same Dr. Aveling who first designated 
Harvey as “‘the Father of British Mid- 
wifery ’’, and it is to Harvey’s memory as 
such that I wish to pay tribute. 

All human values are relative. In 
attempting to assess a man’s achievement, 
we must take account of the circumstances 
that lay behind and around it. Admittedly 
the most epoch-making discoveries in his- 
tory stand out in their grandeur almost 
unaffected by such consideration. Harvey’s 
discovery of the circulation of the blood is 
one of these. Its splendour, as the out- 
come of one man’s powers of accurate 
observation and clear logical reasoning, 
as well as its completeness and its profound 
inherent significance, are so transcendent 
that a study of the circumstances in which 
it was made adds comparatively little to it. 
But it is otherwise with Harvey’s contribu- 
tion to obstetrics, and so I offer no apology 
for asking you to consider the background 
of it all in the first place. 

Harvey was born in 1578, and it was in 
1602 that he returned from Padua, received 
his doctorate at Cambridge, and settled in 
London as a physician. In 1657 he died. 
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As a professional man his background in 
time is, therefore, the first half of the 17th 
century, and in place the England of the 
Stuart Kings. 

We all remember our history sufficiently 
to know that it was a period of great social, 
political and religious unrest and change, 
but let me try to orientate our minds more 
accurately by recalling some of the main 
features of those days. 

Harvey’s England was the England of 
Evelyn’s Diary, and his London very much 
the London of Samuel Pepys, who began 
his immortal diary some two and a half 
years after Harvey’s death. Itwasa period 
when such science as the Greeks had 
bequeathed to the world was still choked by 
the weeds of superstition and belief in magic 
which had grown and flourished almost 
unchecked throughout the long centuries 
of the Middle Ages. Butit was also the time 
when modern science may be said to have 
been born, largely under the influence of 
Harvey’s older contemporary, Francis 
Bacon, who, it will be recalled, abandoned 
the deductive method of Aristotle and the 
schoolmen, under which observed facts 
were subject to interpretation according to 
preconceived theories, and advocated the 
method of inductive reasoning by which 
theories were based on the accumulation 
of isolated facts obtained by observation 
and experiment. 

In literature it was the period of two of 
the most formative influences on our mother 
tongue. For Harvey’s early professional 
years were the time when, as Saintsbury 
puts it, Shakespeare wrote ‘‘ almost the 
whole of his finest work, of the work which 
most makes Shakespeare Shakespeare ”’ ; 
and it was the age which first welcomed 
the Authorized Version of the Bible. 

The land of Harvey’s England was 
largely open country—much of it wild moor 
or down- or marsh-land—broken up by 
great tracts of forest, the remnants of that 





original old English forest ‘‘ that the hand 
of men had never planted.’’ The rest was 
open cultivated land over which “‘ the new 
economy of enclosure was pushing out its 
green regularity of hedgerow and planted 
tree.’’ The garden of England was in the 
making. The old Roman roads had fallen 
into decay, and such roads as there were 
had no solid foundation. Travellers on foot 
or horseback or in the few lumbering car- 
riages of the day were liable to find them- 
selves smothered in dust or wallowing in 
almost bottomless mud. All forms of trans- 
port and communication were slow and 
bad even between towns and cities, which 
were very small by our standards. The 
whole population of England was only 
some four to five millions, of whom about 
four-fifths were on the land. The popula- 
tion of Scotland was about half a million. 
The great middle-class was emerging as 
merchants and yeomen. The women of the 
manor-houses had their days occupied with 
multifarous domestic duties and with spin- 
ning, sewing and gardening: for it was 
at this time that flower-gardens first began 
to be cultivated. A little lower in the social 
scale they engaged also in home-industries, 
such as weaving, and in the labouring 
classes they shared in the lighter forms of 
agricultural work. There is no evidence 
that they took any great interest or part in 
outdoor exercises or sports, and _ their 
education was for the most part elementary. 

Sanitary habits were unrestrained and 
unclean in all classes. There was little 
understanding and less practice of even the 
simplest rules of hygiene. They washed little 
and seldom. Drinking water was often 
impure and its dangers unknown or dis- 
regarded. They slept huddled together in 
unventilated rooms or closets. Disease was 
rife. ‘‘ Plague ’’, whatever its clinical entity 
may have been, was almost endemic im 
London and the larger towns, and in Har- 
vey’s time it flared up into disastrous 
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pandemics on at least two occasions. 
Smallpox, not always clearly differentiated 
from measles, was a commonplace occur- 
rence. An appalling infant mortality 
effectually prevented any great increase in 
the population. Doctors were few, and 
medicine was still too often dominated by 
superstition and folklore, although its 
emergence as a science was imminent under 
the stimulus of Harvey’s discovery and the 
work of Sydenham, both of whom dis- 
carded the shackles of authority and taught 
that Truth was to be found only by obser- 
vation and experimentation. 

In the realm of obstetrics there was no 
science at all and very little art. Midwifery 
was still labouring under the heavy handi- 
cap of being regarded as an inferior branch 
of medical practice, unfit for the attention 
of physicians or even of surgeons. It was, 
and had been from time immemorial, the 
exclusive province of midwives, who were 
for the most part untutored. Medical help 
was sought only when the patient was in 
dire straits, and such help as could be 
afforded by a doctor, who was himself 
almost wholly without experience of 
normal childbirth, was largely limited to 
destructive operations on the child. 

The professional midwives at this time 
were licensed by the bishops. A reputation 
for leading a godly, righteous and sober life 
seems to have been the main qualification 
for obtaining a license and, as that did not 
necessarily imply any knowledge of anat- 
omy or midwifery, it is not to be wondered 
at that thoughtful people protested from 
time to time. Thus Andrew Boorde in his 
famous Brevyary of Health in 1542, after 
more or less tacitly accepting the import- 
ance of a good moral character, goes on to 
say ‘‘the Byshoppe, with the counsel of a 
doctor of Physick, ought to examine her 
and instruct her in that thynge that she is 
Ignorant (of) . . . for and this were used 
in Englande, there shoulde not halfe so 
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many women myscary, nor sO many 
chyldren perish . . . as there be. The 


Byshop ought to loke on this matter.”’ 

Nearly a hundred years later, members 
of that intellectually restless family, the 
Chamberlens, to whom we owe the priceless 
gift of the obstetric forceps, showed praise- 
worthy public spirit in an endeavour to 
incorporate the midwives into a society 
which would control their training and 
licensing. Harvey must have been a fairly 
senior Fellow of the Royal College of 
Physicians of London when the project 
came before that body, but history does not 
relate what his attitude to it was, and it 
foundered on the shoals of professional 
jealousies. Several subsequent efforts 
along similar lines, including that of the 
Royal College of Surgeons of Edinburgh in 
1726, also proved fruitless for one reason 
or another. It was not until the early part 
of the nineteenth century that effective 
action began and yet another hundred years 
were to elapse before the training and 
licensing of midwives came under statutory 
control. 

In Harvey’s time, therefore, the mid- 
wives were either quite untaught, and took 
to their profession largely as a means of 
earning a livelihood, or at the best served 
a sort of apprenticeship to older midwives, 
who doubtless taught them a modicum of 
knowledge derived from practical experi- 
ence, and probably a deal of superstitious 
nonsense that the pupils would have been 
better without. Their great faults appear 
to have been their lack of patience and their 
consequent fondness for unnecessary inter- 
ference, some of it of a brutal character, 
which imperilled the lives of mothers and 
infants and encouraged the incidence of 
puerperal sepsis. 

When we pass to the consideration of the 
medical man’s position in midwifery at this 
period, we have to remember that two 
centuries were still to pass before obstetrics 
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it is separated as close to the pelvic wall as 
possible. Metastases are frequently found 
here which, if left, would render the opera- 
tion useless. 


5. Opening the Pouch of Douglas. 

The posterior speculum depresses the 
rectum and the anterior speculum widens 
the rectovaginal space by pressure on the 
dissected vagina and uterus. The perito- 
neal fold of the pouch of Douglas is found, 
and opened by a transverse incision. The 
peritoneal portions of the uterosacral 
ligaments are then cut through (Fig. 9). 


6. The Ligature and Division of 
Mackenrodt’s Ligament and of the Uterine 
Vessels. 

The paravesical space is separated from 
the pararectal space by a strong fibrous 
band, the cardinal ligament or transverse 
cervical ligament. After this has been 
freed—taking great care to avoid the 
ureters—it is ligated as laterally as possible, 
close to the lateral pelvic wall. Medial to 
this ligature the ligament is incised (Fig. 
8). The uterine artery becomes visible. 
Its ligature is usually accomplished easily 
because the loop of the ureter running 
round the uterine artery to the bladder has 
been displaced to some distance from the 
uterus by pulling down the whole of the 
uterovaginal mass. 


7. Displacing the Bladder and Ureters; 
Opening the Uterovesical Peritoneum. 

Work is only now commenced in the 
uterovesical space and on the uterovesical 
ligaments. Having cut the vaginal wall 
and its fibrous underlay together, the 
bladder can easily be dissected from the 
vaginal wall. The connexion is more 
intimate in the region of the urethra and 
of the trigone of the bladder. The opera- 
tion is carried out bluntly in the region of 
the uterovesical space proper; laterally, 
where the uterovesical ligaments are 
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stronger, sharp dissection is necessary 
(Fig. 10). 

Stoeckel advises, at this point, that the 
bladder should not be pressed too much 
upwards as this would make the outlines 
between the bladder and the vagina indis- 
tinct and the tissues would be deprived of 
blood. 

Amreich advises that the bladder should 
not be displaced too high in the midline 
before the uterovesical ligaments are cut up 
to the same level. The best way is to 
proceed in the midline only slightly higher 
than in the lateral parts. 

After this procedure the uterovesical 
fold of peritoneum is found and cut trans- 
versely (Fig. 11). 


8. Cutting through the Lateral Para- 
metrial tissues. 

Having stretched the lateral parametria 
they are incised as laterally as possible, 
taking care not to remove too much of the 
peritoneum, and not to damage the ureters. 


g. Cutting through of the Broad Liga- 
ments and Infundibulo-pelvic Ligaments. 

This can be done before the phase of the 
operation described in paragraph 8. The 
assistant pulls the forceps or stitches closing 
the vagina down and to the opposite side, 
and the round and infundibulo-pelvic liga- 
ments are cut through (Fig. 12). 


10. Closing the Peritoneal Cavity. 

A good postoperative course depends on 
a careful closure of the peritoneum. The 
stumps of the infundibulo-pelvic and round 
ligaments are fixed extraperitoneally to the 
poles of the peritoneal wound. 


11. Completing the Operation. 

The bladder is fixed proximally with a 
few stitches. The rectum is covered by the 
edges of the levators, which are stitched 
together as in a posterior colporrhaphy. 
The remaining space is packed with 
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VAGINAL HYSTERECTOMY FOR CANCER 


iodoform gauze. The semicircular incision 
in the peritoneum is closed by a few deep 
stitches, and after the suture of the frenu- 
lum the skin is stitched. 


12. Postoperative Treatment. 


A permanent catheter is usually in- 
serted for 4 to 5 days. The bladder is 
washed out at least twice a day under low 
pressure with a small quantity of liquid. 
The iodoform gauze pack is left in situ for 
5 or 6 days, then it is gradually shortened, 
and removed completely on approximately 
the roth day, depending on the patient’s 
condition. If the temperature rises removal 
of the gauze is started earlier. The wound 
heals completely after several weeks. 


There is only one real objection to the 
vaginal approach in cases of carcinoma of 
the cervix: the impossibility of picking out 
and removing completely the iliac lymph- 
atic glands. But in view of the fact that 
far more of the parametrial tissue is 
removed by the vaginal than by the 
abdominal operation; that the glands in 
patients with Grade I carcinoma are only 
rarely involved; and lastly, that by 
supplementary X-ray and radium treat- 
ment the remaining glands can _ be 
destroyed, the abdominal approach cannot 
be considered as the more reliable one. 

The advantage of the abdominal method 
is the clear operating field and the better 
access to the pelvic organs. The technique 
of abdominal operations is in most cases 
an easier one, not demanding so much 
experience or exertion of the surgeon or 
of his assistants. Laparotomy can be 
learnt more easily, the assistant can be 
guided directly by the teacher. When 
operating vaginally, on the other hand, the 
surgeon must proceed far more individu- 
ally, often even the assistant sitting next to 
him cannot follow the operation com- 
pletely. Vaginal operation certainly re- 
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quires more experience and skill than a 
laparotomy. 

On the other hand, the pelvic fascia is 
more easily accessible per vaginam and, 
especially when operating on cases of 
carcinoma, it is most important to examine 
and remove the paravaginal tissues and 
parametrium as thoroughly as possible. 

Another and perhaps the chief advantage 
of the vaginal operation is the fact that the 
patient withstands it much better than 
laparotomy. It is necessary, also, to stress 
the psychological factor. The patient 
finds it easier to undergo an operation when 
she is not going to be “‘ cut ’’, that is to say, 
when there is not going to be any external 
wound or scar left. She cannot help but 
consider such a proceeding to be less serious 
and less dangerous than an abdominal 
operation. It is true that, with modern 
methods of asepsis, anaesthesia and sur- 
gical technique, we need not be afraid to 
open the abdominal cavity. Yet, the effect 
on the patient is a very different one if the 
peritoneal cavity is widely open for a long 
time, as is usual in a laparotomy, or only 
for a short while, and in quite a narrow 
space, as in the vaginal operation. This 
operation does not require the Trendelen- 
burg position, or narcosis, or anaesthesia 
as deep as during a laparotomy. The 
intestines suffer much less. 

Therefore the postoperative course of the 
patients operated on vaginally is a smoother 
one. There is less postoperative shock, no 
intestinal paralysis. The patient is fit 
immediately after the operation; she does 
not have the impression that she has been 
operated on at all; intestinal peristalsis 
often reappears very soon. The appetite 
comes back much sooner than after laparo- 
tomy. Postoperative pain is much less, 
because the peritoneum and the intestines 
were not handled. The surgeon who ‘has 
seen even old and decrepit patients (such 
as those in the 6th and 7th decades, with 


i | a ce ee G2 i ~ Se i e OOT RU  l e . oe os 















WILLIAM HARVEY—“THE FATHER OF BRITISH MIDWIFERY”* 
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Professor-Ementus of Obstetrics and Gynaecology, University of 
Edinburgh. 


THE exigencies of the times we have been 
living through have caused a break of nine 
years in the sequence of our gatherings— 
the longest gap in the Society’s history for 
overacentury. There has been ample time 
for me to ponder the address which it is my 
privilege and duty to offer you, but I have 
never wavered in the determination, which 
I made on my appointment as your Presi- 
dent in 1939, to try to recall the memory of 
William Harvey as a man who made a 
notable contribution to the progress and the 
character of midwifery in Britain. 

In r92t the late Professor Herbert 
Spencer chose this as the subject of his 
Harveian Oration to the Royal College of 
Physicians of London, and brought to bear 
upon it his wide knowledge of early medical 
history. But none of our own presidents, 
who were identified with obstetrics in their 
professional life, has done a similar service 
to our Society—perhaps because of the 
comparative meagreness of the material for 
the study of this aspect of Harvey’s life and 
work. In these days of austerity an address 
founded on meagre materials may perhaps 
be accepted as a not wholly unsuitable 
precursor to a dinner similarly charac- 
terized ! + 

At any rate I feel it a duty to make the 





“Being the ‘‘ Oration ’’ delivered to the Edin- 
burgh Harveian Society, 21st May, 1948. 

The oration is customarily delivered immedi- 
ately before the annual Dinner of the Society. 
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attempt, although I shall come far short of 
the hopes that led Thomas Aveling to say 
in the London Harveian Society in 1875— 
‘‘ Perhaps some future orator will be bold 
enough to display Harvey in his practical 
medical life as an able obstetrician, and an 
original and successful gynaecian, selecting 
for his theme that of Parturition.’’ It was 
the same Dr. Aveling who first designated 
Harvey as “‘the Father of British Mid- 
wifery ’’, and it is to Harvey’s memory as 
such that I wish to pay tribute. 

All human values are relative. In 
attempting to assess a man’s achievement, 
we must take account of the circumstances 
that lay behind and around it. Admittedly 
the most epoch-making discoveries in his- 
tory stand out in their grandeur almost 
unaffected by such consideration. Harvey’s 
discovery of the circulation of the blood is 
one of these. Its splendour, as the out- 
come of one man’s powers of accurate 
observation and clear logical reasoning, 
as well as its completeness and its profound 
inherent significance, are so transcendent 
that a study of the circumstances in which 
it was made adds comparatively little to it. 
But it is otherwise with Harvey’s contribu- 
tion to obstetrics, and so I offer no apology 
for asking you to consider the background 
of it all in the first place. 

Harvey was born in 1578, and it was in 
1602 that he returned from Padua, received 
his doctorate at Cambridge, and settled in 
London as a physician. In 1657 he died. 
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As a professional man his background in 
time is, therefore, the first half of the 17th 
century, and in place the England of the 
Stuart Kings. 

We all remember our history sufficiently 
to know that it was a period of great social, 
political and religious unrest and change, 
but let me try to orientate our minds more 
accurately by recalling some of the main 
features of those days. 

Harvey’s England was the England of 
Evelyn’s Diary, and his London very much 
the London of Samuel Pepys, who began 
his immortal diary some two and a half 
years after Harvey’s death. It wasa period 
when such science as the Greeks had 
bequeathed to the world was still choked by 
the weeds of superstition and belief in magic 
which had grown and flourished almost 
unchecked throughout the long centuries 
of the Middle Ages. Butit was also the time 
when modern science may be said to have 
been born, largely under the influence of 
Harvey’s older contemporary, Francis 
Bacon, who, it will be recalled, abandoned 
the deductive method of Aristotle and the 
schoolmen, under which observed facts 
were subject to interpretation according to 
preconceived theories, and advocated the 
method of inductive reasoning by which 
theories were based on the accumulation 
of isolated facts obtained by observation 
and experiment. 

In literature it was the period of two of 
the most formative influences on our mother 
tongue. For Harvey’s early professional] 
years were the time when, as Saintsbury 
puts it, Shakespeare wrote ‘‘ almost the 
whole of his finest work, of the work which 
most makes Shakespeare Shakespeare ’’ ; 
and it was the age which first welcomed 
the Authorized Version of the Bible. 

The land of Harvey’s England was 
largely open country—much of it wild moor 
or down- or marsh-land—broken up by 
great tracts of forest, the remnants of that 


original old English forest ‘‘ that the hand 
of men had never planted.’’ The rest was 
open cultivated land over which ‘‘ the new 
economy of enclosure was pushing out its 
green regularity of hedgerow and planted 
tree.’’ The garden of England was in the 
making. The old Roman roads had fallen 
into decay, and such roads as there were 
had no solid foundation. Travellers on foot 
or horseback or in the few lumbering car- 
riages of the day were liable to find them- 
selves smothered in dust or wallowing in 
almost bottomless mud. All forms of trans- 
port and communication were slow and 
bad even between towns and cities, which 
were very small by our standards. The 
whole population of England was only 
some four to five millions, of whom about 
four-fifths were on the land. The popula- 
tion of Scotland was about half a million. 
The great middle-class was emerging as 
merchants and yeomen. The women of the 
manor-houses had their days occupied with 
multifarous domestic duties and with spin- 
ning, sewing and gardening: for it was 
at this time that flower-gardens first began 
to be cultivated. A little lower in the social 
scale they engaged also in home-industries, 
such as weaving, and in the labouring 
classes they shared in the lighter forms of 
agricultural work. There is no evidence 
that they took any great interest or part in 
outdoor exercises or sports, and_ their 
education was for the most part elementary. 

Sanitary habits were unrestrained and 
unclean in all classes. There was little 
understanding and less practice of even the 
simplest rules of hygiene. They washed little 
and seldom. Drinking water was often 
impure and its dangers unknown or dis- 
regarded. They slept huddled together in 
unventilated rooms or closets. Disease was 


rife. ‘‘ Plague ’’, whatever its clinical entity 
may have been, was almost endemic 1m 
London and the larger towns, and in Har- 
vey’s time it flared up into disastrous 
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pandemics on at least two occasions. 
Smallpox, not always clearly differentiated 
from measles, was a commonplace occur- 
rence. An appalling infant mortality 
effectually prevented any great increase in 
the population. Doctors were few, and 
medicine was still too often dominated by 
superstition and folklore, although its 
emergence as a science was imminent under 
the stimulus of Harvey’s discovery and the 
work of Sydenham, both of whom dis- 
carded the shackles of authority and taught 
that Truth was to be found only by obser- 
vation and experimentation. 

In the realm of obstetrics there was no 
science at all and very little art. Midwifery 
was still labouring under the heavy handi- 
cap of being regarded as an inferior branch 
of medical practice, unfit for the attention 
of physicians or even of surgeons. It was, 
and had been from time immemorial, the 
exclusive province of midwives, who were 
for the most part untutored. Medical help 
was sought only when the patient was in 
dire straits, and such help as could be 
afforded by a doctor, who was himself 
almost wholly without experience of 
normal childbirth, was largely limited to 
destructive operations on the child. 

The professional midwives at this time 
were licensed by the bishops. A reputation 
for leading a godly, righteous and sober life 
seems to have been the main qualification 
for obtaining a license and, as that did not 
necessarily imply any knowledge of anat- 
omy or midwifery, it is not to be wondered 
at that thoughtful people protested from 
time to time. Thus Andrew Boorde in his 
famous Brevyary of Health in 1542, after 
more or less tacitly accepting the import- 
ance of a good moral character, goes on to 
say “the Byshoppe, with the counsel of a 
doctor of Physick, ought to examine her 
and instruct her in that thynge that she is 
ignorant (of) . . . for and this were used 
in Englande, there shoulde not halfe so 
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many women myscary, nor so many 
chyldren perish . . . as there be. The 
Byshop ought to loke on this matter.’’ 

Nearly a hundred years later, members 
of that intellectually restless family, the 
Chamberlens, to whom we owe the priceless 
gift of the obstetric forceps, showed praise- 
worthy public spirit in an endeavour to 
incorporate the midwives into a society 
which would control their training and 
licensing. Harvey must have been a fairly 
senior Fellow of the Royal College of 
Physicians of London when the project 
came before that body, but history does not 
relate what his attitude to it was, and it 
foundered on the shoals of professional 
jealousies. Several subsequent efforts 
along similar lines, including that of the 
Royal College of Surgeons of Edinburgh in 
1726, also proved fruitless for one reason 
or another. It was not until the early part 
of the nineteenth century that effective 
action began and yet another hundred years 
were to elapse before the training and 
licensing of midwives came under statutory 
control. 

In Harvey’s time, therefore, the mid- 
wives were either quite untaught, and took 
to their profession largely as a means of 
earning a livelihood, or at the best served 
a sort of apprenticeship to older midwives, 
who doubtless taught them a modicum of 
knowledge derived from practical experi- 
ence, and probably a deal of superstitious 
nonsense that the pupils would have been 
better without. Their great faults appear 
to have been their lack of patience and their 
consequent fondness for unnecessary inter- 
ference, some of it of a brutal character, 
which imperilled the lives of mothers and 
infants and encouraged the incidence of 
puerperal sepsis. 

When we pass to the consideration of the 
medical man’s position in midwifery at this 
period, we have to remember that two 
centuries were still to pass before obstetrics 
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became a recognized part of the medical 
student’s training. What knowledge of 
midwifery those early physicians and 
surgeons did possess was, therefore, 
acquired voluntarily by their study of the 
very scanty literature of the subject, most 
of it in languages other than their own, or 
involuntarily by the small and unhappy 
experience forced upon them when they 
were summoned by midwives to desperate 
cases. 

In Harvey’s early professional days the 
only printed book on midwifery in English 
was a translation from the German of 
Rhodion’s De Partu Hominum, published 
in 1540 under the title of The Byrth of 
Mankynde. Harvey himself, of course, was 
clearly well-versed in the Latin works, 
mainly anatomical, of his Paduan teachers, 
and of such writers as Ambroise Paré, but 
for the less erudite The Byrth of Mankynde 
was the main source of instruction. Despite 
its many gross errors this was a remarkable 
book, and it must have fulfilled a purpose 
of some usefulness in its early days. It 
actually survived in a series of almost un- 
changed editions for 130 years—from the 
time of Henry VIII to the Restoration— 
but that notable achievement was less a 
tribute to its own intrinsic educative value 
than a testimony to the almost complete 
absence of any enlightened interest in 
obstetrics on the part of English medical 
men. In the preface to the first edition 
there is a reference to the prejudice that 
existed against the publication of obstetrical 
teaching in the vernacular owing to false 
modesty and the fear of encouraging 
prurient curiosity. ‘‘ Many think that it is 
not meete ne fitting such matters to be 
intreated of so plainly in our mother and 
vulgar language . . . to the dishonour, as 
they say, of womanhood and the derision 
of their own secrets . . . every boy and 
knave reading them as openly as the tales 
of Robin Hood.”’ 


One other obstetrical book appeared in 
English in 1612—a translation of The 
Happy Delivery of Women, by Guillimeau, 
who was one of the more distinguished 
pupils of Ambroise Paré, himself famous 
in obstetrics for his revival of podalic 
version. 

While these two books give us an idea of 
what was then the accepted and available 
teaching of obstetrics in the early seven- 
teenth century, a better idea of what the 
practice was like in England may be 
derived from a manuscript called Observa- 
tions in Midwifery—as also the Countrey 
Midwife’s Opusculum or Vade Mecum, 
by Percival Willughby, Gentleman. 
Willughby was about twenty years junior 
to Harvey, and from his references to books 
published after Harvey’s death, we may 
assume that his own work was compiled 
in his later years. It was, however, not 
published in print until 1863. Willughby 
passed the most of his professional life in 
Derby, except for five years in London, 
and he was evidently a much sought-after 
consultant in midwifery. He knew 
Harvey personally and clearly had a great 
affection for him as a man and a pro- 
found admiration for him as an obstetric 
physician. He tells of how in 1642 “‘ there 
came into my house at Darby my honoured 
good friend, Dr. Harvey’’, and of how 
they ‘‘talked shop’’—mostly about 
‘‘ several infirmities of the womb ’’. 

Incidentally, one wonders what Harvey 
was doing at Derby, for it was in the Janu- 
ary of that year that Charles I had fled 
from London to York after his ill-starred 
attempt to impeach the five members of the 
House of Commons. Harvey is said to 
have accompanied him, being entrusted 
with the care of the King’s health not only 
by Charles’s own wish but also at the 
request of the Parliament. The Civil War 
opened in August at Edgehill where, as 
Harveian knows, Harvey was 
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present. Perhaps his royal master was on 
his way south to raise his standard at 
Nottingham, when Harvey dropped in 
upon Willughby. 

Willughby specifically states that he 
knows ‘‘none but Dr: Harvey’s direc- 
tions ’’, so that we may safely assume that 
his own teaching was at least closely parallel 
to Harvey’s; and if I quote freely from him, 
it is because his writings deal much more 
fully with the practical side of midwifery 
than does such of Harvey’s own work as 
has come down to us. 

Early in his Observations Willughby 
describes the foetal membranes and “‘ the 
waters in which the infant swimmeth and 
with which the foetus is nourished . . . 
Most of the humour is commonly spent 
near the approaching time of delivery, and 
then it is probable that the foetus desireth 
to get forth, by reason that his provisions 
fail him . . . Then through the infant’s 
enforcing and the paines of the mother the 
womb openeth.’’ As we shall see, all these 
views were shared by Harvey. Willughby 
then says ‘‘ after the child is born the mid- 
wife must fetch away the secondine ’’— 
apparently implying that the prompt 
manual removal of the placenta was the 
accepted practice, for he later says, in a 
tone of something like surprise, that 
“there bee some midwives that never offer 
to fetch the after-birth, but suffer Nature to 
expel it, and their women have done well.”’ 
But he goes on to state that he was moved 
to describe the placenta and membranes 
“for that there be some simple midwives 
that imagine that the child oft sticketh to 
the woman’s back; and they do not blush 
to affirme their ignorances, how they have 
separated the child from sticking to the 
back.’’ As a sidelight on the practice of 
midwifery such unnecessary interference 
explains much. 

_ The process known in modern obstetrical 
Jargon as ‘ironing out the perineum ’’ was 
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apparently used by the midwives at the 
beginning of labour. Willughby condemns 
it. ‘“‘In my first days of ignorance,’’ he 
says, ‘‘I thought it was the best way to 
suffer midwives to stretch the labia vulvae 
with their hands and fingers when the 
throwes approached. But friendly nature 
in time shewed me my mistaking errour. 
Through the remoteness of severall places 
whereunto I was called, the women in the 
meane time keeping the labouring woman 
warm and quiet, and the midwife desisting 
from using violence, by such usage I found 
the women oft delivered before my com- 
ing; and so it was made manifest to mee 
that pulling and stretching of their bodies 
. .. did ever much hurt and never any good 
to women in distress to procure and hasten 
labour.”’ 

This reference to the women keeping the 
patient warm and quiet is one of several 
references to a feature that cannot fail to 
strike anyone who studies the medieval 
pictures of the lying-in chamber, which 
form one of the main sources of our know- 
ledge of that period—namely the quite 
unnecessary number of persons in the room. 
Willughby speaks in one place of “‘ going 
with the midwife apart from the com- 
pany ”’ to question her about her patient; 
and of another patient he ‘‘ desired her, in 
the time of her travaile, not to have her 
chamber thronged with much company.”’ 

The presence of a man—even a physician 
—was in those days considered not merely 
an affront to the proprieties but as contrary 
to the interests of morality. When it was 
deemed necessary to call in medical 
assistance, great pains had to be taken to 
darken the room and to arrange the bed- 
curtains in such a way that the patient 
should avoid the humiliation of seeing a 
man inher bedchamber. All manual inter- 
ference had to be performed under the 
bedclothes, so that the unhappy doctor was 
guided only by his sense of touch. To add 
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to his discomfort the lower corners of the 
bedcover or sheet were often tied round his 
neck. 

Willughby throws an_ unconsciously 
amusing sidelight on this sort of thing when 
he records how his younger daughter, who 
practised as a midwife, when engaged to 
attend a lady of quality, was anxious be- 
cause she had diagnosed a breech presenta- 
tion. When delivery was approaching, he 
tells us, ‘‘at my daughter’s request, un- 
known to the lady, I crept into the room 
on my hands and knees and returned, and 
it was not perceived by ye lady’’. In his 
haste to retreat before he was detected his 
examination was faulty and he diagnosed 
a head presentation; but his daughter was 
not satisfied, so ultimately, he says, ‘I 
crept privately the second time into ye 
chamber, and then I found her words 
true’’. That occurred in London, and per- 
haps the proprieties were less strictly 
observed in the provinces, for in his other 
cases there is no mention of any such pre- 
cautions, 

Willughby gives several instances of the 
barbarity of midwives. ‘‘A certain mid- 
wife carried a long knife secretly in her 
sleeve, with which she cut the womb whilst 
the woman was in great pain’’—presum- 
ably an incision of the cervix. And again— 
‘“At the time of her travaile the child 
proffered an arme. This unnaturall birth 
dismai’d the mother and troubled the mid- 
wife. My company and assistance were 
wished for ... but. . . she was perswaded 
to put herself under the hands of a wicked 
woman, that took upon her to free her of 
the child. This woman first cut off the 
childe’s arme. Afterwards she divided the 
child into severall parts, to pull it forth by 
pieces. Her knife in doing this work was 
broken with many great notches as she 
hacked in her body. All which a Gentle- 
woman told mee, that was there present.”’ 

This reference to the presentation of an 
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arm is only one of a number so remarkable 
that we are driven to conclude that a trans- 
verse lie was one of the more common com- 
plications of labour. Probably it was related 
to the great prevalence of rickets affecting 
the pelvis, for it will be remembered that the 
first classical account of that disease was 
published in 1650 by Francis Glisson. 
Eclampsia was not recognized as an 
entity in those days, but Willughby men- 
tions several cases of convulsions, almost 
all fatal. In antepartum haemorrhage his 
treatment was immediate delivery, if need 
be by podalic version. Of postpartum 
haemorrhage Willughby gives a graphic 
account, and indicates that the accepted 
treatment was to give the yolk of an egg 
and either ‘‘to lay a napkin soaked in 
vinegar over the loins or to lay upon each 
groine a skene of raw silk moistened in 
water.’’ He then quotes a list of equally 
futile remedies recommended by _ the 
ancients, and very properly concludes that 
‘““where flouding issueth with a stream, I 
shall not easily be perswaded that filipen- 
dula roots or succinum (amber) with yolkes 
of egges or such like will at all availe”’. 
Then strangely enough he lapses into some- 
thing more worthy of Nicholas Culpepper. 
‘TI shall give more credence,’’ he says 
“‘to the dung of asses, or stone horses, or 
of hogs, internally taken.’’ He then con- 
tinues ‘‘If possible I heartily could wish 
that some worthy practicer would be 
pleased to direct some powerfulle wayes 
or medicines to bridle this raging, destroy- 
ing evil, and all succeeding ages would give 
him thanks.’’ Shrewdly he observes, 
‘ This evil is never thought on but when 
casually it happeneth, so that then con- 
venient medicines bee to seek and ever 
wanting . . . I confesse my ignorance and 
beleeve that there is no other but God alone 
that can do this work to help the woman.” 
Finally, with an amusing anticlimax, he 
concludes, ‘‘I suppose that astringent 
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injections may bee somewhat available ’’ ! 

Willugby was a great believer in podalic 
version and breech extraction in all cases 
of contracted pelvis, and gives full instruc- 
tions how to proceed. He repeatedly 
stresses that breech extraction is less pain- 
ful to the mother than head-first delivery— 
a point which is probably true and must 
have been of great importance in days when 
there were no anaesthetics and no forceps. 
He preferred the use of the hand to any 
instrument, but has a good word for the 
crotchet when the child is dead, although 
with due warning about the danger of 
wounding the mother. To the ‘‘ high and 
lofty conceited midwives, that will leave 
nothing unattempted to save their credit 
and to cloak their ignorance’’, he says, 
“let mee advice such women to learn to 
make use of the crotchet, rather than 
pothooks, pack-needles, silver spoons, 
thatchers’ hooks and knives to shew their 
imagined skills . I have known the 


midwives and the places where they have 
used these follies to their women.”’ 
Caesarean section he deprecates. ‘‘ I do 


not like it,’’ he says, “‘. . . a practice to be 
condemned... I therefore pass it over with 
silence, being unwilling . . . to embolden 
any in these works of cruelty.’’ 

Willughby quotes Harvey no fewer than 
sixteen times, and frankly acknowledges 
his debt to his writings in the following 
terms: ‘‘ Dr. Harvey’s learned observa- 
tions about the birth ought to bee esteemed 
for their worth and goodness. The oft 
reading of them with a due observing of his 
method will bee sufficient to make a mid- 
wife to understand her calling. In his 
workes hee wisheth midwives not to be too 
busy at the first approaching of labour, by 
striving to hasten or promote a sudden or 
quick birth; but willeth them patiently to 
wait on Nature, to observe her ways, and 
not to disquiet her for that it is the sole and 
onely work of Nature . . . I know none but 
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Dr. Harvey’s directions and method, the 
which I wish all midwives . . . to read over 
and over again, and in so doing they will 
better observe and understand the sayings 
and doings of that most worthy, good and 
learned Dr. whose memory ought to bee 
had for ever in great esteem with midwives 
and child-bearing women.’’ 

I have quoted Percival Willughby at 
some length because he gives us a clear 
picture of the practice of midwifery in the 
seventeenth century, as well as an estimate 
of the value placed on Harvey’s obstetrical 
writings by a highly intelligent contem- 
porary, who shows evidence in his own 
writings of familiarity with all the 
obstetrical literature, both English and 
foreign, of his day. But let us now turn to 
Harvey’s own work. 

What he writes on midwifery proper 
is contained in three brief essays on 
‘* Parturition ’’, on the ‘‘ Membranes and 
Fluids of the Uterus ’’, and on ‘‘ Concep- 
tion ’’, which form the concluding chapters 
of his long Exercises on the Generation of 
Animals, published in 1651 when Harvey 
was an old man in retirement. The De 
Generatione is devoted to natural history 
and embryology, and while it reveals 
Harvey’s genius in his _ transcendent 
capacity for taking pains and the almost 
meticulous accuracy of his observations, it 
is in other respects on a level below that of 
his immortal essay De Motu Cordis. It is 
unfinished, but the nature and magnitude 
of the subject are such that at no epoch 
could the observations of any man claim 
to be complete. When we remember that 
Harvey delayed the publication of his De 
Motu Cordis for years until he could regard 
it as complete and definitive we may well 
sympathize with his reluctance to permit 
his friend, Sir George Ent, to supervise the 
publication of what he probably regarded 
as merely an inchoate collection of notes on 
a vast subject. 
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It is below the level of the De Motu Cordis 
also in that the issues tend to be confused 
with speculative suggestions, and that 
throughout there is evidence of much less 
of that freedom from the bondage of ancient 
authority which is one of the glories of his 
earlier work. The teaching of Aristotle 
and of his own Paduan professor, Fabricius 
of Aquapendente, is everywhere examined 
at tedious length. ‘‘ When I find I can make 
nothing of Aristotle upon a particular 
topic,’’ he says, ‘I straightway turn to 
Fabricius,’’ and only then does he proceed 
to unfold his own views. Nevertheless when 
we recollect that Harvey had no microscope 
except a simple lens to aid him, we cannot 
fail to be impressed by the greatness and 
freshness of his contribution to embryology. 
He it was who first propounded the 
generalization “‘ ex ovo omnia animalia,”’ 
He it was who first formulated in English 
the doctrine of epigenesis—that is to say, 
the growth and development of an organ- 
ism from a simple germ as opposed to the 
then prevalent view that the germ con- 
tained a pre-formed miniature model of 
the organism, which merely required to be, 
as it were, unfolded. Competent commen- 
tators have pointed out that Harvey’s 
conception of epigenesis falls far short of 
what is now meant by that term, and indeed 
differed little from that of Aristotle. But it 
is worth remembering that it took two 
hundred years of subsequent experience 
with the compound microscope to establish 
the doctrine beyond criticism, so that we 
might say that the science of embryology 
itself developed by a process of intellectual 
epigenesis. 

It was Harvey who first described the 
difference in colour between the lungs of a 
foetus which had breathed after birth and 
of one which had not—a point familiar to 
students of medical jurisprudence. 

Regarding the problem of conception 
Harvey not unnaturally confesses himself 


baffled, for without a compound micro- 
scope it was impossible for him to see the 
spermatozoon. He falls back on the con- 
jecture that conception is the result of an 
“idea ’’ excited by coitus, and somewhat 
analogous to the conception of an idea in 
the brain. Incidentally he describes the 
condition of pseudopregnancy, which came 
to the fore again recently in the early days 
of sex-hormonology. 

But it is the short chapter on parturition 
that interests us at this time. This was the 
first original work on the subject by an 
Englishman, and that surely justifies his 
being called ‘‘ the Father of British Mid- 
wifery.’’ It seems probable, however, that 
he wrote more upon the subject in his 
missing manuscript, Medical Observations, 
for he specifically refers to it and quotes one 
case-history from it. 

To analyze the chapter in detail would 
weary'a hungry audience, for it would 
entail repetition of the sort of things I have 
already quoted from Willughby. What has 
struck me most in perusing it is the almost 
amusing way in which, at every possible 


point, Harvey dashes off into comparisons [| 


drawn from his favourite subject of com- 
parative anatomy and physiology. That, 
of course, is where his greatest interest lay. 
We must not forget that Harvey was 
primarily an anatomist. His genius as such 


lay in his concentrating upon function | 


rather than form, and after the functions 
of the heart and blood-vessels his main 
interest was in the functions of the repro- 
ductive organs. I imagine that his interest 
in midwifery derived from that. More: 
over, if we keep in mind the narrow 
scope that was open to the medical prac- 
titioner in midwifery in his day, we are 
driven to the conclusion, which seems to 
me to be confirmed by his writings, that 
Harvey’s familiarity with abnormal mid- 
wifery was probably greater than his pet- 
sonal experience with natural delivery. 
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After all, Harvey lived at the very begin- 
ning of the period of two hundred years that 
saw the care of the pregnant and parturient 
woman pass gradually from the midwife to 
the medical practitioner. 

Of the way in which the outlook and the 
interest of the naturalist dominate those of 
the obstetrician let me give you two 
examples. He states that as labour 
approaches ‘‘the cartilaginous attach- 
ments of the pelvic bones so lose their 
rigidity that the bones themselves yield 
readily to the passage of the foetus, and 
thus greatly increase the area of the hypo- 
gastric region’’. That had been the teach- 
ing ever since the days of Soranus fifteen 
centuries earlier, but as a matter of fact it 
is a phenomenon much more recognizable 
in the lower animals than in the human 
species. Again he says that ‘‘ although in 
women, as a general rule, the membranes 
are ruptured before the escape of the 
foetus, it is not universally so, nor does it 
hold in the case of other animals which 
bring forth their young enveloped in the 
membranes.’’ He then goes on to say that 
this latter kind of birth appears to him “‘ by 
far the most natural ’’—a point which no 
one whose interests were primarily obstet- 
tical would be likely to dwell upon— 
and supports his view by adding that “* it 
is like the ripe fruit which drops from the 
tree without scattering its seed before the 
appointed time. But when it is other- 
wise, and the placenta subsequently to 
birth adheres to the uterus, there is great 
difficulty in detaching it, grave symptoms 
arise, fetid discharges and sometimes 
gangrene occur, and the mother is brought 
into imminent peril.’’ 

Harvey believed in superfoetation and 
gives several instances of its apparent 
occurrence. He thought the onset of labour 
was due to the liquor amnii, admirably 
suited, as he believed, to the nourishment 
of the foetus, either failing or becoming 
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contaminated with excrementitious matter. 
He supports the Hippocratic view that the 
birth of the child is largely the result of its 
own efforts, but he admits that the uterus 
also plays a part, as for example when the 
child is dead. ‘‘ It is the foetus itself,’’ he 
says, ‘‘ which, with its head downwards, 
attacks the portals of the womb, opens them 
by its own energies, and thus struggles into 
day.’’ The naturalist then emerges and he 
bolsters up his argument by reference to 
birds and insects and fishes which “‘ are 
born by their own will and powers ”’ 

Harvey gives a clear account of the invo- 
lution of the puerperal uterus, and joins 
with Fabricius in marvelling at this process. 
“It is indeed most wonderful,’’ he says 
(and every obstetrician will echo his words) 
“‘and quite beyond human reason how 
such a mass can diminish to so vast an 
extent in the space of fifteen or twenty 
days’’—and had the clinical themometer 
been in existence, he might have added 
‘‘ without any rise of pulse-rate or tempera- 
ture.’”’ He points out that such rapid 
absorption does not occur with other 
tumours or abscesses, and concludes ‘‘ Yet 
this is not more worthy of admiration than 
the other works of Nature, for all things are 
full of God, and the Deity of Nature is ever 
visibly present.’’ 

The placenta he thought to be an organ 
akin to the liver—the jecur uterinum of the 
ancients—and the mammae, serving to 
provide nutriment for the foetus. He agrees 
with Arantius that there is no direct com- 
munication between the foetal and the 
maternal blood and, incidentally, it will be 
remembered that in the De Motu Cordis he 
described the foetal circulation with remark- 
able accuracy. At this point the naturalist 
thoroughly enjoys himself in describing 
the varieties of placentation in different 
species of animals. ; 

On the actual management of labour 
Harvey writes but little—so little indeed 
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that we are compelled to conclude that 
Willughby must have had access to his lost 
Medical Observations. But what he does say 
is timely and wise, especially when read 
against the background of the sort of 
practice by midwives mentioned by 
Willughby. It amounts to the advocacy of 
those greatest of desiderata in all obstet- 
ricians—patience and gentleness. ‘‘ Mid- 
wives are much to blame,’’ he says “‘ especi- 
ally the younger and more meddlesome ones 
who make a marvellous pother when they 
hear the woman cry out with her pains and 
implore assistance, daubing their hands 
with oil, and distending the passages, so as 
not to appear ignorant in their art—giving 
besides medicines to excite the expulsive 
powers; and when they would hurry the 
labour, retarding it and making it un- 
natural, by leaving behind portions of the 
membranes or even of the placenta itself, 
besides exposing the wretched woman to 
the air, wearying her out on the labour 
stool and making her, in fact, run great risk 
of her life. In truth it is far better with the 
poor and those who become pregnant by 
mischance, and are secretely delivered 
without the aid of a midwife; for the longer 
the birth is retarded the more safely and 
easily is the process completed.’ 

In trying to summarize Harvey’s con- 
tribution to midwifery I would say this. 
Apart from his work in the kindred subject 
of embryology, upon which I would not 
venture to comment, and apart from the 
mere fact of his priority as the first English- 
man to write on midwifery, we may claim 
that he first set the processes of pregnancy 
and parturition—of ‘‘ generation’’, to use 
his resounding classical term—in alignment 
with physiology, by bringing to bear upon 
them his exceptionally wide knowledge of 
what we would now call biology. That 
alone was a great achievement, and in his 
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own day his teaching must have come as 
a ray of sunlight piercing and dispersing 
the fog of ignorance and superstition. 

In the application of medicine and sur- 
gery to midwifery he laid down the great 
governing principles of patience and gentle- 
ness, and it is inspiring to think that these 
characteristics, coming so-to-speak from 
the fountain-head, have persisted as 
features of British midwifery to the present 
day. We may safely interpret Harvey’s 
advocacy of patience as meaning not a blind 
waiting upon Nature, but waiting with a 
watchful expectancy which does not pre- 
clude a readiness to interfere when Nature 
shows signs of faltering. Such was the 
natural evolution of his teaching that has 
come down to us through men like William 
Smellie, William Hunter and Thomas 
Denman. Itis recorded of one of Denman’s 
pupils, Johann Boér, sometimes called 
“‘the Father of German Midwifery ’’, that 
when he became the first professor of the 
subject in Vienna, he adopted British 
methods, because “‘ he had learnt in France 
what Art, in England what Nature, can 
do.”’ 

British midwifery was indeed fortunate 
in having a man like Harvey as its 
‘father ’’, and if the quantity of his writ- 
ings on midwifery seems to be in inverse 
proportion to their quality, what matters 
it? It is quality, not quantity, that com- 
mands remembrance. What one of 
Harvey’s great contemporaries, Ben Jon- 
son, said about the lives of men applies with 
at least equal force to their writings: 


““ It is not growing like a tree 
In bulk doth make men better be; 
* * % 


* * * 


In small proportions we just beauties see; 
And in short measures, life can perfect be.” 
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VAGINAL HYSTERECTOMY FOR CANCER OF THE 





UTERUS AND VAGINA* 
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» SD., 
trics, Charles University, Prague, 


Czechoslovakia. 


TRACING the historical development of 
gynaecological operations we see that in the 
eatly stages of gynaecological surgery, at 
the time of still imperfect asepsis, the 
surgeons preferred vaginal to abdominal 
methods. They rightly feared to open the 
abdominal cavity, whereas now a laparo- 
tomy in itself involves hardly any danger 
to the patient. In those times, therefore, 
surgical methods sought to avoid the 
dangerous abdominal approach. This 
tendency was most evident in the surgical 
treatment of carcinoma of the cervix. 
When Freund, in 1878, began to perform 
the radical abdominal operation for car- 
cinoma of the cervix, his operative mor- 
tality, and that of his followers, was 70 per 
cent. It is, therefore, easy to understand 
that the first enthusiasm for this operation 
soon diminished. When a few months later 
Czerny published his method of vaginal 
hysterectomy, the mortality of which was 
much lower, 32 per cent, surgeons in 
general became interested in this less 
dangerous surgical measure. 

But since the end-results of Czerny’s 
original operation were unsatisfactory, 
interest in the abdominal method did not 
diminish, The development of Wertheim’s 
tadical abdominal hysterectomy partly 
suppressed the interest of the majority of 
surgeons in the vaginal approach. A few re- 





*This definition of the technique of the vaginal 
operation was first published in Rozhl. v chir. a 
gynaek. (Cast gynaek.), 1934, 13, 83. 
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mained faithful to it; they kept working on 
it and pointing out its lesser danger. They 
tried to improve their methods in order to 
obtain better results. It was mainly Schauta 
of Vienna who perfected the technique of 
vaginal hysterectomy, and credit is due also 
to the French surgeons, Cunéo and Picot; 
the followers of the Vienna school, Peham, 
Amreich and Halban; and Stoeckel of 
Berlin. All these surgeons assisted the 
development of the operation, and the 
improvement of its technique. Schu- 
chardt’s paravaginal incision, which some 
surgeons perform on both sides, made the 
field of operation markedly more acces- 
sible. 

The Cunéo-Picot perineal crescent in- 
cision allows an even better access to the 
pelvic organs, as I myself have confirmed. 
By this incision the levatores ani are 
immediately exposed, giving access to the 
paravaginal tissue. 

When performing radical vaginal pan- 
hysterectomy surgeons use two different 
methods of approach. Some of them start 
in front, displace the bladder, free the 
ureters, ligate the uterine vessels, free the 
parametria and finally the uterosacral 
ligaments. Schauta, Stoeckel and Cunéo- 
Picot operatein this way. Peham, Amreich 
and Halban, on the other hand, start by 
opening the pouch of Douglas and by 
cutting the uterosacral ligaments. Thus 
they free the uterus so that it can be brought 
down to the vaginal introitus and even 
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beyond it; this facilitates considerably 
further dissection. 

When operating on such cases the aim 
must be to remove the whole of the uterus, 
a sufficient part of the upper vagina and, 


most important, as much of the paravaginal . 


and parauterine tissues as possible. This 
particular object is much better obtained 
by the vaginal than it is by the abdominal 
operation. Lymphatic glands, situated 
farther away from the uterus, in the course 
of the common iliac vessels, can be removed 
in this way only if they are enlarged and 
palpable. But since the operation is 
intended only for Grade I cases of car- 
cinoma of the cervix, when as a rule the 
glands are not yet involved, it need not be 
feared that metastases in iliac glands may 
be overlooked. 

I have adapted my method of perform- 
ing vaginal radical hysterectomy to the 
anatomy as described by Amreich-Peham. 
I provide access to the pelvic organs by a 
semicircular incision of the perineum as 
recommended by Cunéo-Picot. 


DESCRIPTION OF THE OPERATION. 


Pre-operative treatment. The surface of 
the tumour is curetted and then cauterized 
with a hot iron, or electro-coagulation. This 
preparation is considered of vital import- 
ance to prevent infection and the implanta- 
tion of tumour cells into the wound. 

After this the vulva and its surroundings, 
as well as the vagina, are disinfected with 
tincture of iodine and the vagina wiped out 
with 5 per cent silver nitrate. Then a strip 
of antiseptic gauze 20 inches (50 cm.) long 
is packed into the vagina and left there 
during the whole operation. 

The operating field is then infiltrated 
with novocaine or, more recently, with per- 
caine-adrenaline solution. General anaes- 
thesia is thus postponed, and the operating 
field is rendered bloodless. The infiltration 
of the tissue facilitates the dissection of the 
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vagina from the neighbouring structures, 
This is recommended by Stoeckel as the 
best means of preventing excessive bleed. 
ing. 

The Operation. 

1. The semicircular incision into the peri- 
neum, freeing the vagina from the rectum, 

A transverse semicircular incision is made 
2 cm. posterior to the frenulum and extend- 
ing to the level of the ischial tuberosities 
(Fig. 1). The skin is retracted in the 
neighbourhood of the frenulum by means 
of two Kocher forceps. The assistant pulls 
on these forceps anteriorly, while the sur. 
geon, using blunt and sharp dissection, 
penetrates into the recto-vaginal space 
(Fig. 2). 

In the lower part of this space the con- 
nexion between vagina and the anterior 
wall of rectum is rather close and here the 
French authors place the “‘ rectovaginal 
muscle ’’. It is necessary to use scissors and 
to cut this connexion without damaging the 
sphincter. In the upper part the connexion 


between the vagina and the rectum is very f 


loose. 


2. Forming the Cuff of the Vagina. 

The posterior wall of the vagina is cut 
through sagitally between the forceps to 
the level at which the vagina will be re- 
moved. From the end of this sagittal in- 
cision a circular incision is made around 
the whole circumference of the vagina (Fig. 
3). [In cases of carcinoma of the vagina 
the incision is made at the level of the 
hymen or } to 3 inch (1 to 2 cm.) above it.] 
It is preferable to make this incision, as 
recommended by Peham, with a Pacquelin 
electro-cautery which is not quite red-hot. 
The whole thickness of the wall must be 
cut through, together with the fascia, the 
so-called perivaginal fibrosa (Halban) con- 
nected with it, especially on the front wall. 
This fascia must remain connected with the 
vagina during the whole course of the dis 
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VAGINAL HYSTERECTOMY FOR CANCER 


gction. In this way the displacing of the 
bladder and ureters at a later stage is very 
much facilitated and the uterovaginal 
plexus remains undamaged in this fibrous 
layer. 

The circular incision through the vaginal 
wall having been made, the wall is freed 
about ? inch (2 cm.) upwards from the 
uethra, bladder and rectum; this vaginal 
cuff is closed by placing Kocher forceps or 
sik stitches on the anterior and posterior 
vaginal walls. In the course of the opera- 
tion these forceps or stitches are used as 
retractors (Figs. 4 and 5). 

Having closed the vaginal cuff the instru- 
ments and gloves are changed and the 
operation continues under aseptic con- 
ditions. 


3. Dissection of the Paravaginal and 
Parametnial Tissues. 

This is performed before the dissection 
ofthe bladder and the uterus. The methods 
of Peham-Amreich and Halban are fol- 
lowed. These surgeons found that by 
cutting through the posterior and lateral 


| parametrial tissues the whole uterovagina] 


tract can be brought down and the dissec- 
tion of the bladder and ureters facilitated. 


This phase of the operation is most import- 


ant, because the more extensively the 
parametrium is removed the better the 
prognosis tor the patient. Amreich-Peham 
use the Schuchardt incision and Halban 
uses his lateral vaginal incisions. I have 
found the semilunar perineal incision, 
which exposes the edges of the levators, 
tobe the most satisfactory. 

Using the finger or a small swab, I dissect 
along the edge to the inner surface of the 
levators, leaving their fascia undamaged 


| and displacing the rectum, vagina and blad- 


der from the lateral wall of the pelvis (Fig. 
6). First the rectum is displaced to the 
lateral edge and anterior surface of the sac- 
tum, then anteriorly a finger displaces the 
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vagina, uterus and bladder from the inner 
surface of the levators. Blunt dissection is 
usually possible. It is necessary to work 
by sharp dissection initially, because the 
fascia of the urogenital diaphragm inserted 
into the inferior ramus of the pubis is tough. 
Amreich suggests that this fascia should be 
separated by sharp dissection from the 
pubic bone and from the obturator fascia 
by an incision parallel to the inferior pubic 
ramus. It is necessary to dissect sharply 
in the deeper parts, where the arcus 
tendineus is firmly attached to the fascia 
covering the levators (Fig. 7). 

By dissecting the organs of the true pelvis 
from the inner surface of the levators a wide 
area is exposed, bounded in front by the 
paravesical space, and at the back by the 
pararectal space. These spaces are separ- 
ated transversely by the cardinal ligament 
of Mackenrodt (Fig. 8). 


4. Dissection of the Uterosacral Liga- 
ments and of the Rectum. 


Work is continued in the rectovaginal 
space, bordered by the extraperitoneal 
fibres of the uterosacral ligaments. It is nec- 
essary to separate these by sharp dissection 
from the rectal wall as far posteriorly as 
possible, and great care must be taken to 
avoid any damage, both to the rectum, 
which is wide here (the ampulla), and its 
circular vessels. The best way of dissect- 
ing the uterosacral ligaments is to introduce 
a vaginal speculum into the rectovaginal 
space and to depress the rectum. The para- 
rectal opening is enlarged by a broad 
retractor introduced laterally (Fig. 7). The 
fibrous wall appears distinctly between the 
two spaces. This is cut gradually, keeping 
close to the rectal wall and ligating bleed- 
ing vessels, which form an anastomosis 
between the haemorrhoidal and the utero- 
vaginal plexuses. After freeing the liga- 


ment from the rectum, the lateral part of 
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it is separated as close to the pelvic wall as 


possible. Metastases are frequently found 
here which, if left, would render the opera- 
tion useless. 


5. Opening the Pouch of Douglas. 

The posterior speculum depresses the 
rectum and the anterior speculum widens 
the rectovaginal space by pressure on the 
dissected vagina and uterus. The perito- 
neal fold of the pouch of Douglas is found, 
and opened by a transverse incision. The 
peritoneal portions of the uterosacral 
ligaments are then cut through (Fig. 9). 


6. The Ligature and MDhtvision of 
Mackenrodt’s Ligament and of the Uterine 
Vessels. 

The paravesical space is separated from 
the pararectal space by a strong fibrous 
band, the cardinal ligament or transverse 
cervical ligament. After this has been 
freed—taking great care to avoid the 
ureters—tt is ligated as laterally as possible, 
close to the lateral pelvic wall. Medial to 
this ligature the ligament is incised (Fig. 
8). The uterine artery becomes visible. 
Its ligature is usually accomplished easily 
because the loop of the ureter running 
round the uterine artery to the bladder has 
been displaced to some distance from the 
uterus by pulling down the whole of the 
uterovaginal mass. 


7. Displacing the Bladder and Ureters; 
Opening the Uterovesical Peritoneum. 

Work is only now commenced in the 
uterovesical space and on the uterovesical 
ligaments. Having cut the vaginal wall 
and its fibrous underlay together, the 
bladder can easily be dissected from the 
vaginal wall. The connexion is more 
intimate in the region of the urethra and 
of the trigone of the bladder. The opera- 
tion is carried out bluntly in the region of 
the uterovesical space proper; laterally, 
where the uterovesical ligaments are 
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stronger, sharp dissection is necessary § 


(Fig. 10). 


Stoeckel advises, at this point, that the § 
bladder should not be pressed too much § 
upwards as this would make the outlines § 


between the bladder and the vagina indis. 


tinct and the tissues would be deprived of F 


blood. 


Amreich advises that the bladder should 


not be displaced too high in the midline 


before the uterovesical ligaments are cut up F 


to the same level. The best way is to 


proceed in the midline only slightly higher F 


than in the lateral parts. 


After this procedure the uterovesical 
fold of peritoneum is found and cut trans. F 


versely (Fig. 11). 


8. Cutting through the Lateral Para- : 


metrial tissues. 


Having stretched the lateral parametria 
they are incised as laterally as possible, F 


taking care not to remove too much of the 
peritoneum, and not to damage the ureters. 


g. Cutting through of the Broad Liga- ¥ 


ments and Infundibulo-pelvic Ligaments. 


This can be done before the phase of the F 


operation described in paragraph 8. The 
assistant pulls the forceps or stitches closing 
the vagina down and to the opposite side, 


and the round and infundibulo-pelvic liga- 


ments are cut through (Fig. 12). 


10. Closing the Peritoneal Cavity. 

A good postoperative course depends on 
a careful closure of the peritoneum. The 
stumps of the infundibulo-pelvic and round 


ligaments are fixed extraperitoneally to the | 


poles of the peritoneal wound. 


11. Completing the Operation. 

The bladder is fixed proximally with a 
few stitches. The rectum is covered by the 
edges of the levators, which are stitched 
together as in a posterior colporrhaphy. 
The remaining space is packed with 
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iodoform gauze. The semicircular incision 
in the peritoneum is closed by a few deep 
stitches, and after the suture of the frenu- 
lum the skin is stitched. 


12. Postoperative Treatment. 


A permanent catheter is usually in- 
serted for 4 to 5 days. The bladder is 
washed out at least twice a day under low 
pressure with a small quantity of liquid. 
The iodoform gauze pack is left i” situ for 
5 or 6 days, then it is gradually shortened, 
and removed completely on approximately 
the roth day, depending on the patient’s 
condition. If the temperature rises removal 
of the gauze is started earlier. The wound 
heals completely after several weeks. 


There is only one real objection to the 
vaginal approach in cases of carcinoma of 
the cervix: the impossibility of picking out 
and removing completely the iliac lymph- 
atic glands. But in view of the fact that 
far more of the parametrial tissue is 
removed by the vaginal than by the 
abdominal operation; that the glands in 
patients with Grade I carcinoma are only 
rarely involved; and lastly, that by 
supplementary X-ray and radium treat- 
ment the remaining glands can be 
destroyed, the abdominal approach cannot 
be considered as the more reliable one. 

The advantage of the abdominal method 
is the cléar operating field and the better 
access to the pelvic organs. The technique 
of abdominal operations is in most cases 
an easier one, not demanding so much 
experience or exertion of the surgeon or 
of his assistants. Laparotomy can be 
learnt more easily, the assistant can be 
guided directly by the teacher. When 
operating vaginally, on the other hand, the 
surgeon must proceed far more individu- 
ally, often even the assistant sitting next to 
him cannot follow the operation com- 
pletely. Vaginal operation certainly re- 
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quires more experience and skill than a 
laparotomy. 

On the other hand, the pelvic fascia is 
more easily accessible per vaginam and, 
especially when operating on cases of 
carcinoma, it is most important to examine 
and remove the paravaginal tissues and 
parametrium as thoroughly as possible. 

Another and perhaps the chief advantage 
of the vaginal operation is the fact that the 
patient withstands it much better than 
laparotomy. It is necessary, also, to stress 
the psychological factor. The patient 
finds it easier to undergo an operation when 
she is not going to be “‘ cut’’, that is to say, 
when there is not going to be any external 
wound or scar left. She cannot help but 
consider such a proceeding to be less serious 
and less dangerous than an abdominal 
operation. It is true that, with modern 
methods of asepsis, anaesthesia and sur- 
gical technique, we need not be afraid to 
open the abdominal cavity. Yet, the effect 
on the patient is a very different one if the 
peritoneal cavity is widely open for a long 
time, as is usual in a laparotomy, or only 
for a short while, and in quite a narrow 
space, as in the vaginal operation. This 
operation does not require the Trendelen- 
burg position, or narcosis, or anaesthesia 
as deep as during a laparotomy. The 
intestines suffer much less. 

Therefore the postoperative course of the 
patients operated on vaginally is a smoother 
one. There is less postoperative shock, no 
intestinal paralysis. The patient is fit 
immediately after the operation; she does 
not have the impression that she has been 
operated on at all; intestinal peristalsis 
often reappears very soon. The appetite 
comes back much sooner than after laparo- 
tomy. Postoperative pain is much less, 
because the peritoneum and the intestines 
were not handled. The surgeon who has 
seen even old and decrepit patients (such 
as those in the 6th and 7th decades, with 
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carcinoma corporis) recovering well after 
extensive vaginal operation, will not regret 
the effort which the mastery and perform- 
ance of these operations requires. 

The greatest advantage of the vaginal 
approach is its lower immediate mortality- 
rate. I shall not mention other surgeons’ 
statistics here, but communicate my own 
experience only. 

In the last 25 years I have operated on the 
following cases: 


TABLE I. 
1 Thitial 
mortality 
Number Per 
of patients Patients cent 
Carcinoma of the 
uterine corpus. 


Abdominal approach 19 x 5.0 
Vaginal approach 135 2 1.48 
Carcinoma of the cervix. 
Abdominal approach 197 26 13.2 
(Wertheim) 
Vaginal approach 203 8 3.92 


Primary carcinoma of the vagina. 
Vaginal approach 8 oO — 





The above statistics derive mostly from 
the time when, lacking radium, I was 
forced to operate on patients in a more 
advanced stage of the disease, on Grade II, 
or even Grade III of carcinoma of the 
cervix. Later I was able to use radium and 
X-rays in all advanced cases. 

Examining the postoperative results 
according to the grade of carcinoma, it is 
seen that the more advanced the tumour, 
the higher the initial mortality-rate, and the 
lower the number of cases alive and well 
after 5 years. 

I am not able to produce my figures for 
more recent years because, during the 
German occupation of my country, I was 
deprived of hospital work, and it was 
made impossible for me to follow-up my 
cases. 


TaBLe II. 
Carcinoma of the Cervix. 





— 


Grade 


I II III Total [ 


Vaginal approach. 

Number of patients 53 54 16 123 
Initial mortality o ne 4 5 
Mortality, per cent o 1.8 25 pas 


Cured after 5 years 83 38 25 ah 
(per cent) 
Wertheim operation. 
Number of patients 47 85 47 179 
Initial mortality I 7.0 18 26 
Mortality, percent 2.1 8.3 38 ~ 
Cured after 5 years 82 37 10.30 — 


(per cent) 


Table II proves that the results of the 
vaginal operation are at least as good as 
those of the abdominal one. The long- 
term results are even slightly better. The 
initial mortality after vaginal operations is 
definitely lower. Of course this mortality 
is higher if we include cases of more 
advanced disease. 

At present, when advanced cases receive 
radiotherapy alone, and operation is 
reserved for cases of Grade I carcinoma, it 
is even more important to use a surgical 
method as little dangerous, and yet as 
successful, as the vagina-perineal hys- 
terectomy described here. 
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“ MESODERMAL MIXED” TUMOUR OF UTERUS 


BY 


C. E. M. Blumer, M.B., F.R.C.S., 


Surgeon, Staffordshire General Infirmary, 


AND 
J. L. Epwarps, M.B., M.R.C.P., 
Pathologist, Royal Hospital, Sheffield. 


Unper the title ‘‘ Mesodermal Mixed 
Tumours of the Uterus’’ Meikle (1936) 
—whose title is deemed apt, though lacking 
indication of malignancy—gave an account 
of these tumours and traced their history 
from Wagner (1854). Meikle observed: 
‘‘the mixed tissues found in these tumours 
are essentially heterotopic to the uterus, and 
the tumours exhibit a high degree of malig- 
nancy.’’ 

Of references since 1936, 6 have been 
studied: Amolsch, A. (1939); Liebow, A., 
and Tennant, R. (1940, 1941); Glass, M., 
and Goldsmith, J. W. (1941); Lebowich, 
R. J., and Ehrlich, H. E. (1941); Ehrlich, 
H. E. (1942). 

Eight Latin-American references in the 
Index Medicus to Rhabdomyosarcoma, in 
which no reference to ‘‘ cartilage ’’ is made, 
and several to Sarcoma botryoides of 
cervix, have not been studied. 

On the question—What constitutes a 
‘“Mesodermal mixed tumour ’’ ?—Lebo- 
wich and Ehrlich (1941) state: ‘‘ only 12 
genuine mesodermal tumours of corpus 
acceptable by the pathologic criteria of 
Lawen were known at that date. The 
absence of striated embryonic muscle cells, 
so necessary for a pathologic diagnosis, 
serves to eliminate those cases described as 
adeno-sarcoma of Sophian.’’ Again: 


‘“‘ diagnosis can be established with cer- 
tainty only by demonstration of embryonal 
myoblasts in combination with 1 or more 
heterologous elements such as myxomatous 
tissue, cartilage, glands, etc.’’ The authors 
eliminate such sources of confusion as 
carcinoma, endometrial polyp, ossifying 
fibroma, calcifying myoma. 

In contrast with the restricted view of 
Lebowich and Ehrlich, Glass and Gold- 
smith (1941) review 94 alleged mixed meso- 
dermal tumours of uterus and describe a 
case in which striated muscle was lacking. 

Liebow and Tennant (1941) observed 
that diagnosis is based upon demonstration 
of unusual tissue such as cartilage, bone or 
striated muscle. Many instances are stated 
to have been missed because of the diffi- 
culty in demonstrating striations. The 
same authors in the previous year had 
stated that 62 cases of mixed mesodermal 
tumours of the body of uterus were known. 
The tumours occurred in women beyond the 
menopause—the average age was 50.4 
years. Symptoms of pain and haemorrhage 
existed for 29 weeks on the average. Only 
4 of 29 patients were known to have sur- 
vived 2 years or more; 19 of 28 were known 
to have succumbed. Death occurred 
usually within 33 weeks after diagnosis, 
and 52 weeks from apparent onset, and this 
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despite radical hysterectomy. The tumours 
were usually polypoid and arose from pos- 
terior cervix, but may obliterate the cavity, 
or consist of multiple polypi. The histology 
showed undifferentiated stroma, including 
cartilage, striated muscle, and ‘‘some- 
times both.’’ Metastases occurred to lungs 
and pleura. Metastic lesions were often 
atypical. ‘‘ In vitro’’ cultures were inves- 
tigated. 

Amolsch (1939) stated that the mortality 
was 95 per cent, whatever treatment was 
adopted. ‘‘Rhabdomyoblasts are often 
overlooked.’’ It is noteworthy that Meikle 
(1936) found no striated cells. His tumour 
was composed largely of myxoma and 
cartilage. Some parts of the tumour 
resembled spindle-cell sarcoma; giant-cells 
were not uncommon. 

Ehrlich (1942) stated that the ‘‘ number 
of acceptable reported cases is 14’’, and 
reported finding striated cells and 
‘‘embryonal ’’ cartilage in a tumour from 
a woman aged 55. 


HISTOGENESIS. 

Meikle (1936) suggested that cell-rests 
were actuated by hormonal disturbance. 
Liebow and Tennant (1940) supported 
Wilms intra-Miillerian inclusion of multi- 
potential germs, rather than metaplasia. 
Lebowich and Erlich (1941) stated that an 
origin from embryonic cell-rests of the 
Miillerian duct ‘‘ appears to be the most 
acceptable to-day, but it is not completely 
satisfactory.’’ Willis (1948) suggests origin 
from neoplastic endometrial stroma 
‘‘which in the process of becoming neo- 
plastic, has again become embryonic and 
has acquired unusual potencies for aberrant 
differentiation.’’ Hartfall (1931) suggested 
histogenesis was ‘‘ of great complexity ’’. 
This would seem still to be true. 

The suggestions made appear to be 
inevitably largely conjectural, and we do 
not propose to add thereto. 
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CasE REcorpD. 


A woman, aged 73 years, presented herself at 


hospital in March 1946, complaining of acute 
retention of urine (described as presenting symptom 
in several cases in literature), and a slight blood. 
stained vaginal discharge for 10 days. A mass was 
felt in the pelvis, and the bladder reached up to 
the umbilicus. After catheterization and _ recta] 
examination the diagnosis of multiple fibroids was 
made (14th March, 1946). Hysterectomy was 
performed. Normal postoperative convalescence 
followed and she was discharged, walking, from 
hospital on 14th April, 1946. 


Morbid Anatomy. 


The specimen consisted of uterus, Fallopian 
tubes and ovaries. 

Ovary. A mass 1.2 by 1.8 by 1 inch, was seen 
in the ovary. 

Uterus. Approximately 5 inches long, showed a 
dilated os and cavity. Five fibroids were present, 
the largest being approximately 134 inches in 
diameter. A ragged mass, 5 by 4 by 1% inches, 
with green edges, was seen apparently arising from 
the region of the internal os and protruding. 

On bisection of the mass, areas of necrosis and 
also areas somewhat resembling cancellous bone in 
arrangement and hardness were seen. 


Histology. 


Ovary. The mass was apparently a pure fibroma; 
no ‘‘ Brenner ’’ elements were seen. 

Uterus, The polyp consisted of anaplastic malig- 
nant cells, some of very large size. The appearances 
were variegated. Some areas resembled cartilage, 
and part of this was calcified. The several islets of 
apparent cartilage reacted somewhat variably with 
thionin and phosphotungstic acid haematoxylin; 
but appeared very similar to control cartilage when 
stained with safranine. It was thought improbable 
that any true bone was present. The cells in the 
‘‘ cartilaginous ’’ ground substance appeared to be 
malignant cells. Strap-like eosinophilic cells were 
seen which showed longitudinal striation and, in 
several instances, well-defined transverse striation 
also; these cells had, usually, fantastically large 
nuclei of anaplastic malignant type. 


It is submitted that the tumour complies 
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with the restricted criteria of Lebowich and 
Ehrlich (1941). 


Course Subsequent to Operation. 

In mid-October, 1947, the patient con- 
sulted her doctor and complained of vomit- 
ing and abdominal pain. On examination 
ascites was discovered and this was tapped 
4 times. Nodules, deemed to be metas- 
tases, were palpated in the abdomen. 
There was now no vaginal haemorrhage 
and no sign of metastases in the lungs (a 
common site according to the literature). 
She died on 14th December, 1947. Post- 
mortem examination, limited to the abdo- 
men, was permitted on 16th December. 

A mass, approximately 2 inches in 
diameter, was present in the lower anterior 
abdominal wall. Ascites was present. 
Nodules were observed in the liver, kidney 
and bowel and also in the pelvis, but not in 
the vagina. Portions of metastases from 
abdominal wall, spleen, liver, right kidney 
and wall of bowel, were sent to the labora- 
tory. 

HISTOLOGY. 


The masses submitted consisted of undif- 
ferentiated anaplastic malignant neoplasm. 
No striated cells, or ‘‘cartilage’’ were 
identified. The masses were deemed con- 
sistent with metastases. 


SUMMARY. 
A polypoid tumour, removed with, and 
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arising from, the uterus of a woman 73 
years old, revealed histological evidence of 
malignant rhabdomyomatous and chondo- 
matous elements. It is submitted that it 
constitutes a ‘‘mesodermal mixed tu- 
mour’’, within the restricted definition of 
the recent literature, which is briefly re- 
viewed. 


We wish to thank Mr. W. Blackie and 
Mr. D. Brady for technical assistance, and 
Mr. T. C. Dodds for the photomicrographs. 
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SIR FRANCIS CHAMPNEYS, BT., M.A., M.D., F.R.C.P. 


Address given by Sir William Fletcher Shaw, M.D., F.R.C.O.G., at the 
Centenary Commemoration Service held at St. Bartholomew-the-Great, 
Smithfield, on 25th March, 1948. 


WE are met to-day to commemorate the 
centenary of the birth, and to give thanks 
for the life and work, of one of the notable 
leaders in medicine. This congregation, 
representing so many diverse organizations 
for which he laboured, is proof of the 
catholicity of his interests. From some of 
these, his school and his Oxford college, he 
derived great benefits which he repaid by 
a lifelong devotion and love. From others, 
the Royal College of Physicians and the 
three great hospitals whose staff he adorned, 
St. George’s, St. Bartholomew’s and the 
General Lying-in, he also derived great 
benefits, which he returned with great 
services in addition to his love and devo- 
tion. 

Of the remainder here represented the 
balance sheet is chiefly on the debtor side. 
Some he helped in their foundation, and to 
all he gave unremitting labour, organizing 
ability, wise counsel and support. 

It is well, therefore, that we should pause 
for a few moments in this busy and troubled 
world to reflect upon the man who left his 
mark on so many facets of public and 
medical life. 

Born of an ancient line which traces its 
descent to Garcia de Ximenes, King of 
Navarre and Count of Champagne, whence 
the name Champneys, and established in 
this country by Sir John Champneys, one 
of the Conquerer’s Knights, Sir Francis 
inherited characteristics which we proudly 
acclaim as English—love of his country, 
belief in his fellow men, hatred of injustice, 


bulldog tenacity of purpose, a smiling face 


in defeat, a spirit of compromise in non- 
essentials, and above all, a transparent 
honesty and hatred of subterfuge. 

A son of the Very Reverend William 
Weldon Champneys, D.D., Canon of St, 
Paul’s, and later Dean of Lichfield, his 
youth wasspent ina happy andsympathetic 
atmosphere with a deeply religious back- 
ground, and religion remained, throughout 
his life, a main driving force and guide. 

Born in the early days of Victoria’s reign, 
when England’s trade and wealth and 
Overseas possessions were expanding by 
leaps and bounds, and when the prepara- 
tion for a profession did not necessitate too 


early a specialized training, he received a | 


sound classical education at Winchester, an 


education which remained a cultural back- ; 


ground throughout his life. 


In his early home he developed a habit [ 


of hard work which he retained to the end 
of his days and which, allied to a strong 


constitution and a sound intellect, brought [ 


their reward in a scholarship to Winchester, 


an Exhibition to Brasenose College, a First- : 


Class in Natural Science, membership of the 
staff of St. George’s, St. Bartholomew’s 
and the General Lying-in Hospital, and 
finally the acknowledged leadership in the 
branch of medicine he had early adopted. 

He firmly believed in a healthy mind 
being sustained by a healthy body, and he 
had a distinguished athletic career both at 
school and the university. Later, when a 
busy practice and irregular hours made 
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SIR FRANCIS CHAMPNEYS 


organized games impossible, he kept him- 
self in good condition with bicycling, walk- 
ing and gardening. 

One other characteristic derived from his 
ancestry and developed by training in a 
cultured background was his love of music, 
a love which remained a vital force 
throughout his life, bringing mental relaxa- 
tion and pleasure in his most active years, 
comfort and solace in his declining and 
lonely ones. The organ was his earliest and 
remained his favourite instrument. 

It is recorded that at the early age of 12, 
in the absence, through sudden illness, of 
the organist George Cooper, whose pupil he 
was, young Francis played the organ, 
although his feet could not reach the pedals, 
for the Sunday services in the nearby 
Church of St. Sepulchre, Holborn, and 
through this medium he has given us, 
amongst many Others, the anthem and 
hymns sung at this service. 

His work as an obstetrician and teacher 
in these three great hospitals gradually 
brought him renown until, in his heyday, 
he had one of the largest private practices, 
and was in constant demand all over the 
country and even on the continent—a life 
of unremitting toil and anxiety, possible 
only to one with the best of constitutions. 

His marriage in 1876 to Virginia Julian, 
only daughter of Sir John Warrender 
Dalrymple, was a particularly happy one. 

His wife brought to him new artistic 
interests and supplied the happy domestic 
atmosphere so essential for the relaxation 
of a man working to the limit of his powers. 

It is, however, not as a clinician or as a 
teacher that his name remains alive to-day, 
but as one who gave, even in the busiest 
period of practice and later in his retire- 
ment, continuous labour and organizing 
ability to the foundation or support of 
movements for the betterment of his fellow 
men or of his profession. 

He strongly supported Sir William Japp 
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Sinclair in founding the Journal of 
Obstetrics and Gynaecology of the British 
Empire in 1901, was one of the first 
directors of this Journal and became Chair- 
man on the retirement of Sir John Williams 
in 1907. During the first Great War the 
publication was suspended but when it was 
revived as a monthly journal in 1921 he was 
persuaded, in spite of his age, to retain this 
post. 

Of all these activities, the one which owes 
most to him and gave, even in his life-time, 
the greatest return to womanhood, is the 
midwives’ service of this country, now one 
of the best in the world. This is his perma- 
nent memorial. 

Although obstetrics, like general medi- 
cine and surgery, began its scientific 
foundation in the 16th and 17th centuries, 
since when our knowledge has gradually 
increased, little was done to improve the 
training of the midwives, who still con- 
tinued to attend a large proportion of the 
confinements in this country. True it is that 
sporadic attempts were made in various 
centres and at different times, but there was 
no co-ordination and, at the end of the last 
century, the main mass of the midwives 
remained as in mediaeval times, drawn 
from the uneducated classes and largely 
self-trained. 

In 1872 the London Obstetrical Society 
set up a Board to conduct a voluntary 
examination of midwives and to grant 
certificates that the successful ones were 
“‘competent to attend natural labours’’. 
This lead was followed by a few teaching 
hospitals in other centres, and it was 
common, at the end of the century, so see 
large brass plates on many houses in the 
working-class districts: Mrs. A. B., 
Certified Midwife by 
Hospital. 

This movement, good as it was, scarcely 
touched the fringe of the problem. Women 
were still free to practise midwifery with- 
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out these certificates, and even if these had 
become universal there was no regularized 
training and no supervision of the work of 
those in practice. 

In 1890 Champneys, then 42 years of age 
and in the full vigour of life, became Chair- 
man of this board, 

He quickly realized that the development 
of these poorly educated, partially trained 
handy-women into an efficient service could 
be done only by Government action and, 
for the next ten years, while at the very 
height of his busy practice, he set himself 
the task of persuading the Government to 
sponsor a Bill which would control the 
training and examination of those wishful 
to enter the service, and the supervision of 
those in practice over the whole country. 

This suggestion raised much opposition. 
From the medical profession, who feared 
that a well-trained body of midwives would 
reduce medical obstetric practice; from the 
midwives who were already in practice and 
feared supervision of their work and com- 
parison with the new order; and from the 
laity who would be called upon to provide 
the money. 

Champneys, and the men working with 
him, by education and persuasion gradually 
bore down all opposition and the Bill be- 
came law in 1902, setting up the Central 
Midwives Board with charge of a Register 
of midwives, to which candidates were to 
be admitted only when the Board was satis- 
fied with their training and examination, 
and from which names were to be erased 
when the Board was dissatisfied with the 
standard of practice. 

To obtain an Act to train, examine and 
supervise the whole body of midwives was 
one thing, to administer it and especially to 
raise the standard of the service so as to 
attract to it women of a higher social status 
and education was a much more difficult 
matter. 

Although the ultimate object was to pro- 
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vide women with better attendance at their 
confinements and to reduce maternal mor. 
tality, it was impossible to suspend the 


physiological activity of parturition until f 
such time as the service was reorganized, | 
and even if this had been possible it would } 
have removed the very teaching material f 


upon which the new service depended. 


The administration of this Act was in) 
vested in the new Central Midwives Board, F 
whose first chairman Champneys became, | 


At that period there were, scattered over | 
the whole country, only a small number of f 
hospitals with a trained obstetric staff. To > 
arrange for the training, which for the first § 
time was to be institutional, of a sufficient f 
number of candidates to replace the yearly F 
wastage; to organize examinations which f 
could be gradually raised in standard; to f 
attract to the service candidates with af 


higher general education; above all, to 


supervise the work of those in practice 0 [ 
as to raise the general level of their work § 
without removing so many that the service [ 
might break down before the newly-trained f 
candidates could take their place, was af 


Herculean task. 


That these objects were attained and the | 
service gradually raised to its present) 
position without any reduction in the} 
attendance upon parturient women in the F 
transition period was due to the Central 
Midwives Board and above all to its Chait F 
man, Sir Francis, who retained this post for 


28 years, and through all this long period 


guided and directed it on practical, com f 


monsense lines. 


Under a Chairman with less vision, faith 
and dynamic force, progress would have y 
been slower and probably halted at a lower | 
level; under one with less patience and less 
realization of the practical issues the result | 


would have been chaotic. 


It is only those who worked with mid 


wives practising in the period before the Ad 
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who can fully appreciate the changes which 
have been wrought in that service. 

As women devoted to their work and to 
their patients, willing at all times to sacri- 
fice leisure and comfort to their duty, 
Iretain the happiest memories of them, but 
in training and professional knowledge 
many were little better than the untrained 
handy-women they were supposed to re- 
place. The fees, in those far-off days, were 
so low that well-educated women were not 
attracted to the service; the candidates 
generally being married women with 
families, or widows, who wished to supple- 
ment the family income. 

So poor was the general standard of 
education of those in practice that many of 
them could not understand, and therefore 
derived little benefit from, the course of 
lectures they had attended, while their 

clinical training had consisted only in the 
attendance upon a limited number of con- 
finements with some midwife, who, herself, 


had received a training little better than that 
of a handy-woman. 

Now the midwife is drawn from a higher 
social scale with good general education, 


and the majority are 
Registered nurses. 

Their training is long and thorough, and 
most of it is institutional. The midwives 
now have their own College, and their 
position is assured. 

That this profession has been raised from 
what it was forty years ago to what it is 
to-day, one of the finest midwives’ services 
in the world, and this without depriving any 
woman in the transition period of the help 
which is her due, is the most enduring 
monument to his memory. 

_ One disadvantage of a centenary celebra- 
tion is the improbability of the address 
being given by a contemporary. 

Although I can claim personal knowledge 
of Sir Francis only during his last five 
years, I knew of his work and his recog- 
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nized leadership throughout my whole 
professional life. 

As a medical student I heard the con- 
troversies raised by his Midwives Act. Soon 
after the passing of this Act, I was, amongst 
other duties, responsible for some years 
for the work of a group of midwives ad- 
mitted to the new Register by virtue of the 
fact that they were in practice when the Act 
was passed, and for some years I was an 
Examiner for the Central Midwives Board. 
I was thus in a position to note the gradual 
change in training, examination, and in the 
status of the midwife, brought about by his 
wise administration. 

It was only in 1925 that I met him in 
person, when a group of us were laying 
plans to found what has since become the 
Royal College of Obstetricians and Gynae- 
cologists. 

In those days most of the driving force 
and optimism for this scheme came from 
outside London and it was felt, at this date, 
that our path would be made easier if it was 
known that we had the support of some of 
the seniors and acknowledged leaders in 
London. 

One of our group, therefore, arranged a 
dinner party to which were bidden five of 
these seniors to meet a small number of our 
group, and it fell to my lot to explain what 
we had in mind and to try to convert the 
seniors to it. 

Sir Francis was then 77 years of age, but 
would easily have passed for a man of 60, 
and in appearance and mental vigour was a 
younger man than several of the other 
guests who, in fact, were much his junior 
in years. 

Rather below middle stature, with a 
sturdy frame and broad shoulders. An 
aristocratic face with well-formed nose and 
determined chin, blue piercing eyes which 
looked directly at you when he spoke, a 
sweeping, white moustache, and his head 
still covered with a good crop of beautiful 
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white hair. Astrong, compelling face upon 
which authority sat lightly as upon one born 
to lead. A face saved from hardness or 
fastidiousness by a mobile mouth and the 
sweetness of his smile, which frequently 
irradiated his face when in conversation. 

During dinner it was clear that his leader- 
ship was acknowledged and that, if he were 
convinced and became an enthusiastic sup- 
porter, our task would be lightened. 

That evening, although so long ago, is 
deeply impressed upon my memory. 

Seated at one end of the table opposite to 
our host, he kept the conversation circulat- 
ing upon interesting and amusing topics. 
After dinner, when the servants had with- 
drawn and we opened the serious business 
of the evening, his receptive mind rapidly 
grasped the essentials while his shrewd 
questions uncovered the doubtful points. 

None of us at that dinner party guessed 
that this cheerful, alert, charming man, 
apparently without a care in the world, had 
arranged to enter a nursing home the fol- 
lowing day for a serious major operation. 
It was from the home that he wrote to me 
the first of the many letters which ceased 
only with death, five years later. 

From the first I was greatly attracted to 
him and as he took the trouble to show that 
he liked me, this attraction deepened into 
something much richer during these five 
years up to his death. 

During this time we corresponded regu- 
larly, frequently met, and on one occasion 
he spent a week with me. 

The affinity no doubt was strengthened 
by the fact that our minds normally ran 
along the same lines, and therefore then we 
were generally acting together in the many 
discussions and disputes amongst those 
founding the College. 

When, after long delay, the College was 
founded, age and the state of his health 
precluded the possibility of his being the 
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first President, and so a special office, that f 
of Vice-Patron, was devised, an office [ 
which has not been filled since hisdeath. f 

Blessed with a strong constitution and 
abounding vitality, he had been able to 
devote to public objects an amazing amount | 
of time and energy for one so busy in the [ 
practice of his profession and now, in the 
twilight of retirement, he continued his sup. 
port of objects which his still alert and f 
active brain knew to be of public service, f 

If I were asked to name his most charac- 
teristic feature it would be his fearless [ 
honesty and loathing of anything under. [ 
hand. On many occasions the object we 
had at heart could have gained a point by 
subterranean methods, but these he strenu- 
ously opposed. 

His principle in life was that an object [ 
worthy of attainment should be openly pro- [ 
claimed. 

It was this transparent honesty of pur- 
pose, combined with patience and a gift of 
exposition, which accounted for the success 
of the objects he had at heart, and which 
gave him his leadership. 

No one could be long in his presence 
without being aware from whence sprang 
his strength and his patience. 

Brought up in an evangelical house- 
hold, his early beliefs were strengthened 
and broadened by his happy married life. 
There was nothing sanctimonious or de- 
pressing in his Christianity and his presence 
brought out the best in other men. 

My last visit to him was in his beautiful 
home in Nuttley, a short time before his 
death. 

He was cheerful and bright, and his con- 
versation was chiefly about the College and 
its future development. He was gravely ill 
and we both knew it was the last time we 
should meet. His mind was as clear as 
ever, and his remarks as shrewd. He had 
suffered much pain and distress, but not 4 
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word of complaint was uttered, only grati- 
tude to the doctors and nurses for the relief 
they had afforded him. 

He impressed me as being pleased to 
relinquish a life which had become a burden 
and, since the death of his wife, lonely, and 
that he looked forward with faith to their 
reunion. 

And so I left him, surrounded by all that 
was dearest and had most influenced his life. 
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Attended by his family with loving care 
he overlooked, through the large window, 
the garden he had made and tended and the 
lofty drawing room with his organ, his daily 
solace, and Watt’s portrait of his wife, 
loving companion of 46 years. 

And at the side of the room his prie-dieu, 
no mere piece of furniture or decoration, 
from whose habitual use he drew his 
strength and inspiration. 





THE DIFFICULT DILATATION 
BY 


A. E. CHISHOLM, F.R.C.S., F.R.C.O.G., 
Obstetrician and Gynaecologist, Maryfield Hospital, Dundee. 


In the Journal of February, under the 
above title, Professor E. Farquhar Murray 
describes a method of overcoming obstruc- 
tion at the internal os in cases of difficulty. 
For several years I have been employing 
a different method with success in such 
cases. I intend to try out Professor 
Murray’s method, which may perhaps be 
better than mine, but it might be of interest 
were I to describe the manipulations I 
employ. Fenton’s dilators are used, hav- 
ing a double curve and being easily con- 
trolled. They are capable of exercising 
powerful leverage and because of this care 
must be taken to avoid undue pressure, and 
also to control the instrument so as to avoid 
any jerking, otherwise damage might be 
done. The principle adopted is to share the 
counterpressure between the volsellum and 
the pelvic floor. As the dilators are passed 





the hold on the volsellum is relaxed so as 
to allow of the cervix being pushed up until 
the resistance of the pelvic floor is felt. 
Then by careful and persistent pressure the 
dilator, kept exactly in the proper direc- 
tion, is pressed slowly through the obstruc- 
ting internal os. During this action the 
volsellum is held fairly firmly, but not so 
firmly as to risk it being torn from its hold on 
the cervix. The resistance is made up of the 
pelvic floor and the grip on the volsellum. 
The procedure is helped by leverage of the 
distal curve of the dilator against the Sims 
speculum. This method may appear 
dangerous, but it is not really so in skilled 
hands and it is certainly effective in 
preventing tearing of the cervix by the 
volsellum and in attaining the dilata- 
tion of the cervical canal and internal os 
required. 








A CASE OF EXTRAUTERINE PREGNANCY 


BY 
PHILLIS DINGLE, M.D., B.Sc., M.R.C.O.G., 
Gynaecologist, Redhill County Hospital, 
AND 
KATHLEEN A. D, Drury, M.B., B.S., D.(Obst.)R.C.O.G., 


AN abdominal pregnancy which proceeds 
to maturity is sufficiently rare to be always 
of great interest. Yet there is quite an ex- 
tensive literature dealing with such cases. 

Thus, Cornell and Lash, in 1933, review 
2360 cases and give the maternal mortality 
as 14.3 per cent. They say that pre- 
operative diagnosis occurred in less than 
50 per cent of the cases. 

Gardner and Middlebrook (1944) give a 
comprehensive survey of 258 cases, and 
describe one case of their own which was 
terminated at the 7th month. They give an 
account of the factors which aid in the 
diagnosis of the condition, but state that 
only 83 out of 181 were diagnosed correctly 
before operation. They find the incidence 
of foetal deformities to be very high, only 12 
children out of 258 being free from them. 
These are, however, mainly pressure 
defects; also the child is lost if the preg- 
nancy is allowed to go to term. 

Mason (1940) also gives ‘‘ symptoms of 
value’’ in the diagnosis of the condition. 

(x) There is usually a history of signs and 
symptoms of early ectopic pregnancy, with 
probable tubal abortion. 

(2) The uterus fails to continue to en- 
large, or is mistaken for a fibroid or an 
ovarian cyst. 

(3 Vaginally, the cervix is abnormally 
high or very low, and is usually described 
as being like a non-pregnant cervix. 

(4) The foetal movements are unusually 


noticeable to the mother, and are often 
painful. 

(5) The foetal heart is easily heard. 

(6) There is frequently malaise and 
general disability which cannot be ex- 
plained on the basis of the pregnancy alone. 

(7) There is sometimes abdominal pain, 
vomiting and haematemesis. 

(8) X-rays are not usually very helpful 
unless the diagnosis is sufficiently certain to 
allow of lipiodol injection into the uterus. 

(9) A false labour occurs and is followed 
by cessation of foetal movements. 

Mason surveys 69 cases in which there 
were 22 maternal deaths. He analyzed 
these carefully, and showed that few 
occurred when the placenta was left 7m situ 
with closure of the abdomen, rather than 
when it was removed, or the sac marsupi- 
alized or drained. 


The special interest of the case here des- 
cribed lies in the following facts: 

(1) The condition was diagnosed at an 
early period of the pregnancy, so that a 
series of radiographs was obtained. Owing, 
however, to the patient’s obesity, these did 
not promise good reproduction and tracings 
have been substituted (Figs. 1, 2, 3). 

(2) The pregnancy was terminated before 
term, i.e., at 38 weeks. 

(3) The mother and baby are alive and the 
baby well formed, although there were 
transient pressure deformities at birth. 
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A CASE OF EXTRAUTERINE PREGNANCY 


CasE History. 


The patient was a primigravida, aged 32 years, 
married 6 years, with no history of illnesses beyond 
appendicitis for which she was operated on 14 years 
ago. This had left a very extensive scar. 

She was first seen in this unit on 17th November, 
1945. She was an obese, thick-set woman, com- 
plaining of pain and tenderness in the suprapubic 
area and right loin for several weeks. Her last 
monthly period was 1st September, 1945, expected 
date of delivery 8th June, 1946. She had been in 
another hospital about the 19th October with 
abdominal pain and frequency. Report from this 
hospital: ‘‘ Urine normal. Cystoscopy—slight hy- 
peraemia. The patient was reassured and no 
treatment was given.”’ 

Examination showed a markedly tender uterus, 
enlarged to about 2-3 months pregnancy. The 
temperature was 99.4°F. and pulse 110. The 
urine contained a faint trace of albumen, oxalate 
crystals and 3 pus cells per field; culture sterile. 
Intravenous pyelography showed slightly dilated 
ureters and renal pelves. A diagnosis of pyelitis and 
early pregnancy was made. The pregnancy was 
confirmed by the Aschheim-Zondek test, and the 
patient was discharged without pain 3 weeks later. 

She was seen in December, when she was well, 
apart from slight abdominal pain on the right side. 
Period of amenorrhoea—3 months; height of pelvic 
swelling adjuged 4 months. 

29th January, 1946. After attending her local 
clinic, she was sent to us for consultation with a 
diagnosis of pregnancy with a possible ovarian cyst. 
The height of the pelvic swelling was then about 
24 weeks (amenorrhoea 20 weeks), the left side 
being higher than the right. Vaginal examination 
disclosed a small conical cervix with a thickening 
high up in the abdomen. Radiograph: ‘‘ Breech 
presentation rather high; height of head L 2, but 
not thrown forwards, which would have occurred 
with an ovarian cyst ’’ (Fig. 1). Accurate palpation 
was difficult, due to the thickness of the abdominal 
wall, 

2nd March. Patient complained of occasional 
attacks of pain and vomiting. 

The swelling had increased in size, particularly 
on the left side. X-rays showed a normal foetus in 
“splenic position ’’ (Fig. 2). A tentative diagnosis 
of extrauterine pregnancy was made. 
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4th April. The patient was again admitted to 
hospital, complaining of recurrent attacks of 
vomiting, upper abdominal pain and haemateme- 
sis. She was very distressed and had marked 
acetonuria. She responded well to treatment 
(glucose drip, vitamin B,, sedatives). She had 
occasional attacks at later dates of vomiting, pain 
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Fic. 1. 
Tracing of Radiograph, 29th January, 1946. 


and distension, with a particularly severe attack 
on 17th May, when her blood-pressure, which had 
been very gradually rising, reached 170/88. She 
remained in hospital until delivery. 

Her abdomen was tense, the foetus palpable, with 
its head in left subcostal region and its heart 
heard in left flank, and there was vague thickening 
at the level of a 20 weeks pregnancy. 

26th April, 1946. X-rays showed the foetus with 
head flexed forward on to the chest and with 
extended legs—still in ‘‘ splenic position ’’ (Fig. 3). 








Fic. 2. 
Tracing of Radiograph, 4th March, 1946 


The diagnosis lay between : 

(1) Extra-uterine pregnancy. 

(2) Distorted growth of uterus due to adhesions 
to appendix scar. 

(3) Unicornuate uterus or other deformity with 
pregnancy. 

On 4th May the patient was seen at 36 weeks in 
consultation with Mr. J. V. O’Sullivan, but the 
foetus appeared small, and so laparotomy was 
postponed for 3 weeks. It was undertaken on 19th 
May following a return of the vomiting with rising 
blood-pressure. 


OPERATION. 

Incision. Sub-umbilical mid-line, later extended 
through umbilicus. There was a layer of fat about 
1% inches thick in the abdominal wall. 

On exposing the peritoneum, many medium- 
sized vessels were found coursing in an upward 
direction over a cystic mass, the whole suggesting 
that the bladder was reaching upwards as far as the 
umbilicus. The incision was extended, the urachus 
was exposed and the peritoneum opened. It was 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


then found that the peritoneum was lightly 
adherent to the sac below. This was ruptured 
during the breaking down of adhesions near the 
umbilicus, in an area which was greenish and 
appeared meconium-stained. There was no fluid 
in the sac. The peritoneum, which was very thick, 
was further separated, the sac was opened and the 
baby delivered. 

The child was a female weighing 8 pounds, and 
responded very quickly to treatment, although her 
condition gave some anxiety for 2 days. She was 
lying as shown in the radiograph, that is, with the 
head in the lumbar region under the spleen and the 
legs extended. Although there was no bleeding on 
opening the sac, it was thick-walled, with many 
vessels which bled later. 

The placenta was situated on the posterior wall 
of the abdomen, over an area reaching to the level 
of L 3, rather more to the left than to the right 
side. It shut off the pelvic cavity and organs, to 
which it appeared to be attached. It was felt thatit 
was too dangerous to explore this region. Coils of 
gut were incorporated in the posterior wall of the 
sac. At the right side, part of the swelling appeared 
cystic, as though it were oedematous broad liga- 
ment. 

After the delivery the sac was closed—the edges 
being inverted and the placenta and sac were left 
in situ. There was bleeding from some vessels 
during the closure. Blood was drained from the 
cord, which was shortened as much as possible. 

The abdominal wall was then closed in layers. 
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Tracing of Radiograph, 26th April, 1946. 
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ACASE OF EXTRAUTERINE PREGNANCY 


POSTOPERATIVE COURSE. 

Immediately after operation the mother was put 
on a 5 per cent glucose-in-saline drip containing 
sulphathiazole. She was also given penicillin and 
anti-gas-gangrene serum. 

For the first few days her condition was fair, but 
after 4 days she had a rigor in the early afternoon, 
her temperature rose to 104°F. and her blood- 
pressure fell to 95/45. It fell further in the even- 
ing to 60/40, with great deterioration in her con- 
dition. The amount of urine passed in 24 hours 
was 15 ml. She was given, intravenously, plasma 
and sodium sulphate (4.28 per cent), and in an 
effort to raise a dangerously low blood-pressure, 
adrenaline was put into the solutions. The abdo- 
men was distended and a glycerine enema gave a 
good result, but vomiting was very troublesome. 

24th May. Her condition improved and the blood- 
pressure rose in the next few days to 130/90 with 
improvement in the water balance (Fig. 4). 
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These stormy few days appeared to cover a period 
of shock, probably arising from absorption of 
protein left in the abdominal cavity. For the next 
2 weeks the patient remained very ill, although 
vomiting was controlled by about the 29th, after 
10 days, and the drip treatment was stopped. A 
tense swelling became palpable in the abdomen 
about this time, and persisted for about a month; 
it was rounded, about 8 inches in diameter and was 
probably the distended sac. 

On 5th June the patient passed a cast of the 
uterus; the expected date of delivery was 8th June. 
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The rest of her convalescence was complicated 
by the sloughing of a gangrenous area on the right 
leg, where an intravenous drip had been given, 
probably due to the action of adrenaline adminis- 
tered in the drip. This took many weeks to 
separate, and the area was finally treated with pinch 
skin grafts. 

The patient was discharged on 29th September 
in good condition. Bimanual palpation of the 
uterus showed that it was still slightly bulky, and 
there was a mass felt high up on the right side. 


THE INFANT. 

As described above, a female child, weighing 8 
pounds at birth, responded quickly to treatment 
and cried after 3-4 minutes. 

For 2 days her condition caused some anxiety, 
as she had attacks of cyanosis. Her face was at 
first markedly assymetrical and she refused to use 
her legs. The muscles were lax, and the legs 
remained in extension, as they had been in the 
abdominal cavity. Massage was given, and the 
flexor muscles soon gained tone. 

The baby was a bonny child when discharged in 
September. 


March 1947. An attempt was made to do a 
hysterogram, but the right fornix of the vagina and 
the cervix were pulled up and distorted, and it was 
found impossible to insert a uterine catheter. 


SUMMARY. 

The case history is presented of an extra- 
uterine pregnancy successfully treated by 
laparotomy at the 38th week. 

It is of special interest as the condition 
was provisionally diagnosed at 6 months, 
and early radiographs are thus available. 

Mother and baby survived. 
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HYDATIDIFORM MOLE IN THE FALLOPIAN TUBE 
BY 


F.R.C.S., M.R.C.O.G., 
Honorary Gynaecologist, Royal Northern Infirmary, Inverness. 


J. A. CHALMERS, M.D., 


Stupy of the literature suggests that 
hydatidiform mole in the Fallopian tube 
is an extreme rarity, and Pettit (1941) 
could list only 13 cases, to which she added 
1 of herown. Nevertheless Teacher (1935) 
observes that hydatidiform degeneration is 
common in ectopic ova, and Hendry (1935) 
remarks that many reports have been 
published of hydatidiform mole in ectopic 
pregnancies. Meyer (1919) has made a 
truly monumental contribution to the 
literature of 48 cases of hydatidiform 
degeneration in tubal pregnancies, but 
Novak (1947) discussing this, suggests that 
the diagnosis in most cases was based on 
uncertain stromal and vascular changes 
which have not obtained general accept- 
ance, and Pettit (1941) also appears to have 
ignored Meyer’s claims in her study of the 
cases previously reported. There is con- 
siderable disagreement also as to the 
frequency of hydatidiform mole in ectopic 
pregnancy, and although Phaneuf (1937) 
states that hydatidiform degeneration 
occurs in 3 per cent of all cases of ectopic 
pregnancy he does not quote a single case, 
and in a series of g cases of hydatidiform 
mole which he describes all were uterine in 
situation. Sherman’s (1935) series of 78 
cases of hydatidiform mole included one 
tubal mole, and in a series of 57 cases 
described by Chesley, Cosgrove and 
Preece (1946) there is no mention of 
tubal hydatidiform mole. Fimarola (1947) 
in an exhaustive review of 436 cases of 
ectopic pregnancy makes no mention of 
hydatidiform degeneration. Meyer (1919) 


states that the incidence of hydatidiform 
mole in 104 tubal pregnancies was 16.1 per 
cent but in a later communication from 
Mall and Meyer (1921) the figure of 34 per 
cent is quoted. Schumann (1936) points 
out that in theory hydatidiform mole in 
tubal pregnancy is fairly common, while 
Goodall on the other hand states that the 
condition is extremely rare. Novak (1947) 
agrees with Schumann that in theory the 
condition should occur fairly frequently, 
and indeed the tendency to hydatidiform 
change, particularly in an early transitional 
form, which has been noted in many 
abortions as well as in tubal pregnancy, as 
for example by Hertig and Edmonds 
(1940), suggests that the condition should 
be fairly common, but the fact remains that 
very few unexceptionable cases have been 
reported. A further interesting anomaly is 
that a considerable number of cases of 
primary chorionepithelioma of the Fallo- 
pian tube have been reported, and as 
chorionepithelioma is a relatively un- 
common sequela of hydatidiform mole it 
would be reasonable to expect to find a 
large number of cases of tubal hydatidiform 
mole as precursors of the malignant 
chorionepitheliomata. Ewing (1940), how- 
ever, mentions 12 cases of chorion- 
epithelioma of the tube but does not refer 
to hydatidiform mole. Hendry (1935) 
observes that the placental development it 
ectopic pregnancy differs from that in intra: 
uterine pregnancy in that the villi tend to 
penetrate more deeply into the muscle 
layers and it may be, therefore, that there 
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HYDATIDIFORM MOLE IN THE FALLOPIAN TUBE 


is a greater tendency in cases where the 
ectopic ovum undergoes hydatidiform 
degeneration for the display of malignant 
characteristics and this may explain Pettit’s 
observation (1941) that more than three 
times as many cases of chorionepithelioma 
as of hydatidiform mole of the Fallopian 
tube have been reported, if Meyer’s series 
is excluded. 

In an exhaustive survey of the literature 
up to 1919 Meyer was able to collect 8 cases, 
of which the earliest was that described by 
(Otto in 1871. Two earlier cases described 
by Hennig (1876) as having been observed 
by Blasius, Meyer believes to have been 
tubal carneous moles and not hydatidi- 
form moles. 

Pettit (1941) states that the characteris- 
| tics of hydatidiform mole which may be 
regarded as essential criteria for diagnosis 
are : 

(1) Trophoblastic proliferation. 

(2) Liquefaction and degeneration of the 

villous stroma. 

(3) Scantiness or absence of blood 

vessels. 

Teacher points out that the epithelium 
tends to be very irregular, sometimes con- 
sisting of syncytium only, sometimes with 
the Langhans layer several layers thick 
and the syncytium drawn out into irregular 
bands and masses. Extreme vacuolation 
is to be observed in the cells. Portions of 
the mole may show villi with little cystic 
change. 

King (1932), describing a case, pointed 
out that the trophoblast stained well, that 
the syncytial buds were active, and that 
the Langhans layer was active and not de- 
generate, as might have been expected had 
he been dealing with a carneous mole. He 
stresses the fact that in his patient the 
Aschheim-Zondek reaction was positive 
although the foetus was dead. Ina tubal 
mole not of the hydatidiform type, King 
suggests that the reaction would probably 
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be negative, but this is not generally 
accepted, as a positive reaction may often 
be found both in uterine and ectopic preg: 
nancy following the death of the embryo, 
as the result of continued production of 
gonadotrophin by the surviving chorion. 

I have been unable to trace any report 
of a case more recent than that of Pettit 
(1941) and therefore regard mine as the 
15th to be recorded. 


Case REcorD. 

A married woman, aged 35 years, gave a history 
typical of an ectopic pregnancy, some 10 weeks’ 
amenorrhoea followed by irregular bleeding, and 
low abdominal pain. An adnexal tumour was not 
palpable but symptoms were so characteristic that 
laparotomy was undertaken on 1st September, 
1947. A very small amount of free blood was found 
in the pouch of Douglas. The left Fallopian tube 
was normal but the right contained a small swell- 
ing about 1 cm. thick and about 2.5 cm. long in 
the middle of the length of the right Fallopian tube. 
There was a minute rupture of the tube over this 
swelling and from this, watery blood-stained fluid 
was escaping. The pelvic organs were otherwise 
normal. The affected tube was removed and the 
patient made a good recovery. The Aschheim- 
Zondek reaction, carried out since, has been nega- 
tive, and there is nothing on examination to suggest 
that there is any persistence of the mole or of any 
malignant degeneration. 


The pathological report, for which I am 
indebted to Dr. H. J. R. Kirkpatrick, was 
as follows: 


The Fallopian tube is dilated and has been cut 
open. A yellowish-red haematoma was found with 
a cyst-like cavity enclosed by it; no embryo was 
found. 

Sections show that typical decidua and abnormal 
chorionic villi are present, many of the villi 
have undergone degeneration and swelling of the 
hydatidiform type. Diagnosis—Early tubal hyda- 
tidiform mole. 


DISCUSSION. 
Fig. 1 shows a low-power magnifica- 
tion of a cross section of the Fallopian tube 
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where the blastocyst has been cut through 
and Fig. 2 a higher magnification showing 
‘-hydatidiform villi which are grossly oede- 
matous and quite avascular. In the centre 
of this figure is seen a mass of proliferating 
trophoblast. 

In spite of the fact that chorionepithe- 
lioma occurs so much more frequently in 
cases of hydatidiform mole in the tube than 
in the uterus the prognosis in a case like 
this is, on the whole, better than in uterine 
hydatidiform mole, since the site of the 
mole has been removed completely and not 
left intact, as is usual in the case of the 
uterus. 


SUMMARY. 


1. The literature relating to hydatidi- 
form mole of the Fallopian tube is reviewed 
and a further case described. This brings 
the total number of cases recorded to 15. 

2. The Aschheim-Zondek reaction is not 
of value in distinguishing between tubal 
pregnancy with a normal ovum, and that 
with a hydatidiform mole. 

3. The treatment is that of any tubal 
pregnancy but careful follow-up with 
biological tests is demanded to exclude 
subsequent malignant degeneration. 

4. The prognosis is good and _ better 
relatively than in uterine hydatidiform mole 
where the uterus is ordinarily left im situ. 
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ACUTE CRISES IN CHRONIC HAEMOLYTIC ANAEMIA 





INDUCED BY PREGNANCY 
BY 


Y. M. BROMBERG, R. TOAFF, 


AND 


E. EHRENFELD, 


From the Department of Obstetrics and Medicine, Rothschild Hadassah, 
University Hospital, Jerusalem. 


Iris generally accepted that patients suffer- 
ing from congenital or acquired haemolytic 
anaemia may remain free of clinical 
symptoms until some additional factor, 
such as excessive exercise, exposure to cold 
or intercurrent infection, brings about an 
acute haemolytic crisis. Little attention has 
so far been paid to pregnancy as a factor 
precipitating increased destruction of red 
cells in women suffering from chronic 
haemolytic anaemia, although it has been 
stated (Adair, 1940) that haemolytic 
crises are no more frequent in affected 
women during pregnancy than at other 
times. 

The commonly employed term ‘‘ haemo- 
lytic anaemia of pregnancy’”’ (Vaughan, 
1934) has not been clearly defined, since the 
cause of the anaemia described under this 
heading has not been sufficiently investi- 
gated to permit the drawing of definite 
conclusions. Many of these cases seem to 
have been macrocytic anaemias (Lescher, 
1942), in which haemolysis is no more 
pronounced than in true pernicious 


anaemia. The favourable response to liver 
treatment reported in many such patients 
also argues against haemolysis as an 
important factor in the production of the 
anaemia. 


However, cases of acute haemolytic 
E 


anaemia seem definitely to occur in preg- 
nant women. Witts (1932), in his lecture 
on haemolytic anaemia, mentioned its 
incidence during pregnancy, and supported 
the view that this disease is identical with 
acute haemolytic anaemia of the Lederer 
type. Lescher (1942) described 8 cases 
of acute haemolytic anaemia during preg- 
nancy, with prompt recovery after delivery 
in all but r case. Furthermore, the un- 
favourable influence of pregnancy on 
chronic haemolytic conditions has recently 
been emphasized in some cases of sickle-cell 
anaemia (Kobak, Stein and Daro, 1941; 
Martinak, 1947) another condition associ- 
ated with excessive haemolysis. In the 
medical literature available to us, we were 
unable to trace any case of chronic haemo- 
lytic anaemia in which crises were brought 
about by the occurrence of pregnancy. 


The case reported below clearly 
illustrates the fact that pregnancy may 
precipitate a severe crisis of erythrocytic 
destruction in women with chronic haemo- 
lytic anaemia. Haemolytic episodes of 
extreme severity occurred during two 
successive pregnancies, and considerable 
improvement followed each delivery in this 
patient with chronic haemolytic anaemia 
of the acquired type. 
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A married woman, aged 27 years, born in Persia, 
was seen at the outpatient department on 5th 
January, 1942. She was then in the 7th month 
of her eighth pregnancy. She complained of pro- 
nounced anorexia, headache, backache, dizziness 
and a sensation of heaviness in the left hypochon- 
drium. Her condition had deteriorated rapidly 
during the previous 2 weeks, during which period 
she had become increasingly pale, and _ her 
sclerae became moderately but distinctly jaun- 
diced. 

The patient reported that she had 
previously suffered from severe anaemia. Her 7 
previous pregnancies had run a normal course and 
had ended in normal deliveries, the last 3 having 
taken place in our hospital where anaemia had 
not been noted. Evidence of haemolytic anaemia 
could not be obtained of her parents, who had 
died at advanced ages, of undetermined causes. 
The patient’s 7 children are all alive and healthy. 

Examination on admission (15th January, 1942) 
revealed a well-developed woman. Despite her 
dark skin, a grey-yellow discoloration of the ex- 
posed parts was evident. The sclerae were yellow. 
The temperature was 99°F ., pulse 110, and she was 
slightly dyspnoic; blood-pressure 160/110; slight 
oedema of the legs was observed. Examination of 
the abdomen revealed a 7-months’ pregnant uterus 
with a living foetus. The spleen was firm and con- 
siderably enlarged, its lower pole was felt 4 centi- 
metres below the costal margin. The liver was not 
enlarged. No change was noted in the ocular fundi. 
Laboratory tests gave the following results : 

Urine analysis: traces of albumin; no bilirubin; 
urobilinogen, ++.4+. 

Hb.: 6.1 g. per 100 ml. of blood. 

Erythrocytes: 1,820,000 per c.mm. 

Haematocrit: 18.5 ml. per too ml. 

M.C.V.: 102 cu.p. 

M.C.H.: 33y- 

Leucocytes: 5,200 per c.mm. 

Differential leucocyte count (per cent): neutro- 
phils 70, eosinophils 3, basophils 1, monocytes 3, 
lymphocytes 23. 

Platelets: 220,000 per c.m. of blood. 

Reticulocytes (per cent): 24. 

Normoblasts, per 100 white-blood cells: 7. 

Stained film: Anisocytosis, poikilocytosis, poly- 
chromatophilia are present and a certain degree of 
macrocytosis but no spherocytosis. 


never 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Fragility of erythrocytes in hypotonic salt solu- 
tion (per cent) : 0.48 to 0.34. 

Serum bilirubin: 2.2 mg. per roo ml. 

Van den Bergh: direct: 
positive. 


negative; indirect: 


Blood urea: 24.5 mg. per 100 ml. Blood uric 
acid: 4.3 mg. per 100 ml. 

Plasma, total proteins: 6.43 g. per 100 ml. 

Wassermann test: Negative. 

Blood group: 0(4). 

An X-ray plate of the chest was normal. 

This pregnant woman, then, was in an acute 
haemolytic crisis as shown by the severe anaemia, 
marked reticulocytosis, positive indirect Van 
den Bergh reaction and pronounced urobilino- 
genuria (see Table I). This haemolytic process was 
associated with signs of late toxaemia of pregnancy, 
manifested by the raised blood-pressure, oedema 
and slight albuminuria (see Table I). During the 
following weeks the blood-count did not deteriorate, 
but the anaemia and symptoms of toxaemia 
persisted, the latter in spite of rest in bed anda 
salt-free diet. The diuresis, however, remained at 
a satisfactory level. Taking into account the 
stationary condition of the patient and the special 
dangers associated with transfusion in cases of 
haemolytic anaemia (Sharp and Davis, 1938) 
particularly in pregnancy, this treatment was 
deferred unless an emergency should make it 
imperative. 

On 14th March, 1942, after a short and uneventful 
labour, the patient delivered at term a living, 
normal girl, weighing 614 pounds (3,000 g.), and the 
child developed normally and is still in excellent 
health. The loss of blood during the 3rd stage of 
labour was very slight, not exceeding 150 ml. The 
puerperium was afebrile. Lactation was very poot. 
The signs of toxaemia disappeared rapidly. No 
albumin was present in the urine, and a normal 
blood-pressure was recorded at the end of the first 
week postpartum. The general condition of the 
patient improved as well, and on the 14th day 
after delivery laboratory findings showed a definite 
decrease of the haemolytic process (see Table |). 
The volume of the spleen was considerably reduced, 
but it still remained somewhat enlarged. 

During the next 4 years, when the patient was 
examined regularly, haemolytic crises did not 
occur, although constant, increased blood-cell 
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destruction was present as indicated by a red-cell 
count of 3 to 3.5 millions; haemoglobin 7.5 to 9 g. 
per roo ml., and a reticulocyte count of 6 to 10 
per cent. A certain degree of urobilinogenuria 
(1+) also persisted, as can be seen in Table I. The 
spleen could be felt one or two finger breadths below 
the costal margin. The liver also became slightly 
enlarged. It is noteworthy that no haemolytic 
crisis was elicited by a severe infection of the upper 
respiratory tract in the winter of 1943. 

When examined on 15th August, 1946, the 
patient was found to be in the 3rd month of preg- 
nancy. She complained of increasing weakness 
and dizziness, but no exacerbation of the 
haemolytic process was noted. These mani- 
festations were referred to excessive vomiting 
from which the patient had been suffering from 
the beginning of the pregnancy. Mild symp- 
toms of toxaemia set in in the 23rd week of 
pregnancy. The blood-pressure was 160/100 
mm. Hg, the legs were oedematous and traces of 
albumin were found in the urine. The patient was 
advised to rest in bed and was put on a salt-free 
diet. Two weeks later she experienced dizziness, 
abdominal distress, headache and dyspnoea, and 
she fainted repeatedly while resting in bed. She 
also noticed that her skin had become increasingly 
pale and jaundiced, while her urine was very dark; 
and she herself compared her present condition to 
that experienced in her last pregnancy. When she 
was admitted to hospital physical examination of 
this 7-months’ pregnant woman revealed extreme 
pallor and slight jaundice. The spleen was firm and 
extended a full handsbreadth below the costal 
margin, while the liver was felt 4 fingerbreadths 
below the right costal margin. The blood-pressure 
was 145/90 mm. Hg, pulse 108, temperature 
100.4 °F., and the woman was dyspnoic. Distinct 
oedema of both legs, face and abdomen was 
observed. Examination of the ocular fundi re- 
vealed severe hypertensive changes, constriction of 
the retinal arteries and arterio-venous compression. 
An extensive recent haemorrhage was noted in the 
nasal region of the right fundus near the macula. 
Laboratory tests again gave evidence of intense 
haemolysis comparable to that observed during the 
previous pregnancy (see Table I, d). An X-ray 
film of the gall-bladder revealed no concrements, 
and the skull was radiologically normal. Marked 
erythroblastic activitity with numerous mitotic 


figures was observed in sternal marrow obtained 
by aspiration. 

In view of the extreme severity of this haemolytic 
crisis which was the second occurring in the course 
of two successive pregnancies, it was decided to 
deliver the patient as early as possible. The early 
termination of the pregnancy seemed still more 
imperative in view of the serious toxaemia com- 
plicated by retinal haemorrhage. Owing to the 
poor general condition of the patient, blood trans- 
fusion was decided on in preparation for the induc- 
tion of labour. Notwithstanding the fact that the 
blood selected for transfusion was of the same 
group (ORh,) as that of the patient, the transfusion 
had to be interrupted after the administration of 
the first 100 ml. because of a severe rigor followed 
by great distress and fever 104°F. (40.2°C.). During 
the following 3 days, the condition of the patient 
showed no improvement. The haemoglobin value 
and the red-cell count continued to fall (4.5 g. per 
100 ml. of blood; 1,300,000 red cells per c.mm. of 
blood). Another transfusion was given, and this was 
followed by an even more severe reaction, charac- 
terized by rigors, high fever 106°F. (41.0°C.) anda 
diffuse scarlatiniform rash. No improvement of 
the haemolytic process was observed during the 
following days, but the appearance of more retinal 
haemorrhage prompted us to induce delivery by 
the insertion of a hydrostatic bag. 

On tzth January, 1947, a‘ter a short labour, the 
patient delivered a living female child weighing 
4% pounds (1,900 g.) which died 2 days later of 
bilateral bronchopneumonia, the diagnosis being 
confirmed at autopsy. The blood group of the 
child was ORh,, the same as that of the mother. A 
minimal amount of blood was lost by the patient 
during the 3rd stage of labour. The course of the 
puerperium was uneventful. The symptoms of 
toxaemia disappeared promptly, and repeated blood 
counts revealed rapid improvement. The haemoly- 
tic crisis subsided. The red-cell count and the 
haemoglobin value increased, while the percentage 
of reticulocytes and the excretion of urobilinogen 
decreased. The splenomegaly diminished rapidly 
and the hepatomegaly had completely subsided 2 
months after delivery (see Table I, e). 


COMMENT. 


This case of chronic haemolytic anaemia, 
recognized first in a haemolytic crisis occur- 
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ACUTE CRISES IN CHRONIC HAEMOLYTIC ANAEMIA 


ring during pregnancy, presents certain 
interesting features. The two haemolytic 
episodes occurred during the patient’s 8th 
and oth pregnancies. Both of these episodes 
were associated with toxaemia of preg- 
nancy, which in the second instance was so 
severe as to make induction of labour 
before term imperative. There was also 
evidence of some degree of persistent 
haemolysis in the interval between the 2 
pregnancies under survey as well as after 
termination of the latter, and the increased 
red-cell destruction has persisted to date, as 
shown by all available laboratory tests. 
The question arises whether this woman 
is suffering from haemolytic anaemia of a 
congenital or of an acquired type. It is 
generally acknowledged that a diagnosis 
of the congenital type requires the presence 
of particular features, such as a familial 
occurrence of the disease, increased fragility 
of the red cells and spherical microcytosis. 
Our patient had neither a positive family 
history nor a history of haemolytic episodes 
prior to the 8th pregnancy. Furthermore, 
laboratory findings failed to reveal either 
increased fragility of the red cells or the 
presence of spherical microcytosis. In 
none of the members of the family available 
for examination (2 brothers and 7 child- 
ren), were splenomegaly, anaemia, sphero- 
cytosis or reticulocytosis observed, and 
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their erythrocytes had a normal fragility 
when tested against hypotonic saline solu- 
tions. These negative findings support the 
diagnosis of haemolytic anaemia of the 
acquired type. 

In this case pregnancy seems to have 
exerted a definite influence on the course 
of the disease by eliciting haemolytic 
crises in 2 successive gestations, and the 
crises were relieved by delivery in both 
instances. Ithas been mentioned that other 
factors known to precipitate haemolytic 
crises, such as intercurrent infections, did 
not influence the course of the disease in our 
patient. It is also of particular interest 
that both the gestations which exerted such 
an unfavourable influence on the course of 
the chronic haemolytic anaemia were 
associated with toxaemia of pregnancy. 
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BOOK REVIEWS 


Pre-natal and in In- 
H. Russeti, M.B., 


‘‘ The Care of the Teeth: 
fancy.”’ by G. HERBERT 
Ch.B., L.D.S. (Eng.). 
Pp. 48. John Sherratt & Son, Altrincham, 1948. 
Price 2s. 


Tuis little book sets out to guide the expectant 
and nursing mother in the care of her own and her 
baby’s teeth. With this purpose in view it fills a 
definite need. 

The importance of healthy teeth, diet and pre- 
natal care generally, is discussed with particular 
reference to the developing teeth of the unborn 
child. The beneficial effect of breast feeding on the 
growth of the bones of the face is stressed, and 
also the giving of dry food as a stimulus to mastica- 
tion. The approximate dates of eruption of the 
various teeth are given, and an account of teething 
troubles. Finally, there is a chapter on the care of 
the child’s teeth. 

There are a few rather obvious omissions, such 
as the question of thumb-sucking, dummies and 
sweets. A chart of the teeth would have been 
helpful in the section on eruption. There is a 
rather misleading passage on hypoplasia of the 
enamel due to early measles, etc., which seems to 
infer that in some way this could be prevented. 
The teaching of a child to massage its gums would 
be regarded by many as unnecessary and undesir- 
able. On the other hand, the idea of a T-shaped 
tooth-brush for the use of the very young seems a 
good one. , 

The style of writing is intended to be informal, 
which probably accounts for some rather careless 
grammar and punctuation. The repeated use of the 
word ‘‘ babe ’’ however might well prove irritating. 


‘Pathology of Tumours.’’ By R. A. WILLIs. 
Pp. 991. 500 illustrations. Butterworth & Co., 
Ltd., London. 1948. Price 63s. 

Proressor R. A. Willis is already well known for 

his many contributions to the study of tumours, 

and those who have read his earlier works will 


expect an authoritative account of the pathology 
of tumours in this new work. They will not be 
disappointed. The present work covers the whole 
field of tumour pathology in as much detail as is 
possible in 990 pages. The first 200 pages are 
devoted to a consideration of the general pathology 
of tumours. After defining the term tumour and 
drawing up his own classification, which is followed 
in the second part of the book, Willis gives an 
excellent account of the experimental production of 
tumours, in which he stresses strongly the impor- 
tance of chemical carcinogens. This is followed by 
a critical study of cancer statistics, in which he 
throws considerable doubt on the accuracy of 
many published figures, The chapter on spon- 
taneous tumours in animals is interesting and 
valuable in giving one a broader viewpoint of 
human tumours. In the chapter on the mode of 
origin of tumours, Willis strongly denies the older 
view of unicentric origin and puts forward the 
view that cancer originates at a number of points 
in a potentially malignant field. The following 
chapters on the spread and behaviour of tumours 
recapitulate the views expressed in his earlier 
book. The final chapter of part I is devoted to a 
good clear summary of the nature of neoplasia. 

The next 400 pages are devoted to epithelial 
tumours and. Willis discusses these under theif 
various organs of origin, taking benign and malig- 
nant tumours together in each organ. The remain- 
ing 400 pages are devoted to mesenchymal, nervous 
and other tumours, again dealing with each group 
under its tissue of origin. Taking together each 
group of simple and malignant tumours, Willis 
stresses the view that innocence and malignancy 
are but extremes with many gradations between 
them. Whilst pathologists will heartily agree with 
this, they still have to try and assess the probable 
behaviour of the individual tumours they examine 
and some will wish that this book gave more 
information on this point. 


The individual chapters give good, considered 
and up-to-date accounts. 
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BOOK REVIEWS 


clearly the generally agreed modern view, others 
are less orthodox, but often in reading the less 
orthodox we felt that Willis had had the courage 
to put into words suspicions which had lain un- 
expressed in our own minds. 


It is not within the scope of a review to discuss 
the chapters in detail, but some at least demand 
mention. Breast is well done, though many will not 
agree with the views on Paget’s disease. The 
chapter on epidermoid tumours is clear and brings 
together in a simple way the many odd tumours 
of skin. The chapter on tumours of dental origin 
is a model of clarity. The chapter on tumours of 
ovary is clear and straightforward, but will shock 
the lovers of esoteric hypotheses. The other 
chapters on gynaecological tumours are clear and 
up-to-date. The introductory chapter on mesen- 
chymal tumours stresses the multiple potentialities 
of mesenchyme, and consequently of the tumours 
derived from it, and thus explains many tumours 
which would be anomalous to those who believe 
that cells are immutably fixed in their line of 
differentiation. 


In the preface Willis states ‘‘ I also wished the 
book to be a personal record of my own observa- 
tions and conclusions. . . . On _ controversial 
matters, too, while indicating that they are con- 
troversial, I have preferred to avoid non-committal 
vagueness and to state plainly my own present 
opinions, even though these may have to be 
modified in the light of future experience.’’ He 
has adhered to this plan courageously throughout 
the book, stating his opinions dogmatically even 
when they are at variance with those of other 
workers; though it is only fair to say that he is 
careful to give fully his reasons for the views he 
holds. Throughout the book Willis writes of what 
he has seen and studied, and quotes freely from his 
own cases, giving brief clinical histories. Those 
subjects which he had studied most are particularly 
good; Teratomata, Retinoblastomata, Neuroblasto- 
mata and testicular tumours being outstanding. 
In many cases his views will certainly meet with 
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criticism: the view that lymphatic leukaemia, the 
reticuloses and lymphosarcoma are all variants of 
one disease, that monocytic leukaemia is not a 
separate entity, that Ewing’s tumour does not 
exist as a separate primary tumour, to mention 
only some. 

Willis has no use for complex subdivisions and 
esoteric hypotheses and one must be prepared to 
have one’s favourite theories criticized without 
mercy, and to see the more complex classifications 
compressed into a few broad groups. Because of 
this iconoclastic attitude this is a stimulating book 
to read: there is hardly a chapter in which one 
does not see a fresh viewpoint—even at the cost 
of a cherished illusion. 

The book is illustrated with 500 microphoto- 
graphs. There are no illustrations of gross 
specimens and the microphotographs are nearly all 
of low-power magnification—the most useful type 
in our. opinion. They are mostly very good, but 
Fig. 371 is a sad exception. The style is clear and 
eminently readable. There is a good index and 
type errors are few. 

In future editions one would like to see page as 
well as figure references, particularly when the 
figure is far from the text. A chapter on the 
response of tumours to irradiation would be a 
valuable addition. The statement that non-neo- 
plastic squamous metaplasia of the bronchus is 
rare certainly does not accord with our experience. 
The frequency of skin metastases in bronchial 
carcinoma might have been mentioned, and we 
would have preferred carcinoma of bronchus rather 
than lung. The leuco-erythroblastic response in 
bone-marrow metastases should have been more 
clearly stated. In discussing primary carcinoma of 
liver and its relation to cirrhosis, mention might 
have been made of Himsworth’s work. 


These are perhaps carping criticisms of a book 
which, taken as a whole, deserves the highest 
praise. It is a worthy successor to Willis’s earlier 
work, and is a book which should not merely be 
bought but should be read by any one interested 
in tumours. 
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NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


January, 1948 


The annual meeting was held in the Department 
of Obstetrics and Gynaecology, Manchester, on 
2nd January, 1948. 


The President, Mr. J. E. Stacy, was in the Chair. 


Dr. Scott Russell (Manchester) described : 


THE REPAIR OF A VESICO-VAGINAL FISTULA 
FOLLOWING RADIUM TREATMENT FOR 
CARCINOMA OF THE CERVIX. 


Having paid tribute to the work of Professor 
Chassar Moir at Oxford, he said that he followed 
the same technique which was based on the 
original method of Sims. The principles to be 
followed in the treatment of fistulae were: (i) 
thorough examination of the patient, (ii) good 
exposure, (iii) saucerising the edge of the fistula, 
(iv) removal of scar tissue, (v) usually no separa- 
tion of bladder from vagina, (vi) use of silver wire 
or other inert suture material, (vii) closure in one 
layer without tension, making relief incisions if 
necessary, (viii) continuous bladder drainage by a 
catheter so placed through the urethra or through 
a cystotomy incision that it did not put pressure 
on the suture line. In dealing with fistulae follow- 
ing radiotherapy the great problem was the fact 
that the avascular—indeed, 
ischaemia was usually the cause of late fistulae. 
Other difficulties were fixation and fibrosis and the 
proximity of the ureters. It was essential in the 
operation to use tissues with a blood supply 
sufficiently good to ensure healing, and this often 
meant closure of the vagina well below the level 
of the fistula. 

Dr. Scott Russell went on to describe a case in 
which a fistula developed some 18 months after 


tissues were all 


radiotherapy. He outlined the steps of his 
operative treatment in which a '4 inch wide cuff 
of the vagina well below the fistula was denuded 
of epithelium and then sutured antero-posteriorly 
with interrupted sutures of silver wire. Continuous 
bladder drainage for ten days was followed by 
continence, but there was partial breakdown of the 
vaginal septum when the sutures were removed. 
After further bladder drainage, however, only a 
tiny hole remained, and the patient 4 months after 
operation was passing urine per urethram, and 
suffered only slight and occasional leakage of urine 
through the vagina. Dr. Scott Russell considered 
that had he carried out colpocleisis at an even 
lower level where the blood supply would have 
been better, and if a wider cuff of vagina had been 
removed, healing would have been more satis- 
factory. 

The President congratulated Dr. Russell on the 
result of this operation and emphasized the diff- 
culties of treating post-radiation fistulae. He 
suggested that transplantation of the ureters would 
still be regarded as preferable by some surgeons. 
Mr. K. V. Bailey and Mr. Racker also con- 
gratulated Dr. Scott Russell, and the latter asked 
what procedure should be adopted where a patient 
developed both a vesical and a rectal fistula. In 
reply, Dr. Scott Russell said that this combina- 
tion, although it presented difficulties, could be 
dealt with surgically and mentioned seeing one case 
in which the steps in treatment had been: (i) 
colostomy, (ii) closure of recto-vaginal fistula, (iii) 
closure of vesica-vagina fistula by partial colpo- 
cleisis, (iv) closure of colostomy. 

Mr. D. C. Racker (Manchester) showed a speci- 
men of: 


A LARGE FIBRO-MYXOMA OF THE VULVA. 


The patient, aged 42, had had 2 children and 2 
abortions, and complained of a large, soft and 
diffuse swelling of the left labium majus; this had 
been incised on 2 occasions during the previous 8 
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years. It was clearly not a Bartholin cyst but it 
was difficult to make a definite diagnosis pre- 
operatively. After making an incision a lobulated 
soft and pinkish tumour presented and was then 
found not only to occupy the whole of the left 
labium, but to extend high into the ischio-rectal 
fossa on that side. The possibility of a perineal 
hernia was kept in mind and much time was spent 
in looking for a peritoneal pouch. None was found, 
and the tumour, the size of a melon, was dissected 
out complete, the patient making a good recovery. 
The specimen, containing small cystic spaces, was 
shown to members and also microscopic sections. 
The latter showed the tumour to consist of stellate 
cells in a fibro-myxomatous matrix with no evi- 
dence of malignancy. The President said that 
although fibromata of the vulva were not 
uncommon, he had never seen a case of the type 
described. 
Mr. John Hadley (Lincoln) read a paper on: 


TORSION OF HyDROSALPINX IN PREGNANCY. 


This was based on the case of Mrs. N. K., aged 
23, admitted as an emergency to Lincoln County 
Hospital on 17th June, 1947. She was about 4 
months pregnant (L.M.P. 3rd February, 1947) and 
complained of generalised abdominal pain, accom- 
panied by nausea and some vomiting, which she 
had had for 4 days. On admission the pain was 
rather easier and was localised mainly to the left 
iliac fossa. There had not been any bowel action 
during the previous three days. Temperature and 
pulse rate were normal. Investigations were 
carried out with the possibility of a large bowel 
obstruction in mind. On examination the only 
positive finding was slight abdominal distension and 
the presence of uterine enlargement corresponding 
to a 4 months’ pregnancy; this latter was lying a 
little to the right of the middle line. X-rays of 
the abdomen and spine did not show any significant 
abnormality, but there was some shadowing of the 
base of the right lung which raised the possibility 
of tuberculosis. There was slight leucocytosis 
(15,000 per c.mm.); the blood sedimentation rate 
was 15 mm. in one hour; the urine contained a 
moderate number of pus cells but was sterile on 
culture, 

By 3rd June it was possible to feel a fluctuant 
tumour in the left iliac fossa, the uterus being dis- 
placed to the right. This tumour became more 
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clearly defined during the next 2 days, so it was 
decided to carry out laparotomy. 

26th June, 1947. Operation. Left paramedian 
incision. Uterus 4 to 5 months in size. A black 
““ cyst-like ’’ mass was found in the left iliac fossa 
adherent to the pelvic wall and to the colon and 
arising in association with the Fallopian tube. Left 
ovary normal. Right Fallopian tube and ovary 
normal. Left salpingectomy performed. The tube 
had undergone 114-2 twists. The adhesions to colon 
and peritoneum appeared to be recent and to be due 
to mild inflammatory changes subsequent to twist- 
ing. The cyst-like mass was about 4 inches in 
diameter and, after removal, was found to consist 
of a grossly dilated tube, thin walled and full of 
blood-stained fluid and a little clot. There was no 
evidence of tubal pregnancy. 

Recovery was uneventful and the patient was 
discharged on 8th July. Pregnancy continued and 
delivery took place normally on zoth October of 
a full-time child, 6% Ibs. 

Mr. Hadley concluded that the condition was one 
of torsion of a hydrosalpinx occurring in pregnancy 
and not involving the ovary. Review of the litera- 
ture suggested that this condition is rare. The 
latest comprehensive article was by Eastman in 
1927 and he gave 55 references to articles on torsion 
of the tube (normal or pathological), most of them 
unassociated with pregnancy. He described 3 cases 
observed by himself, one of which occurred during 
pregnancy. The first case of torsion of a Fallopian 
tube was described in 1891 when Bland Sutton re- 
ported one operated on by Henry Morris. This 
report was followed by one by Delbet, who noted 
the similarity in appearance to that of strangulated 
bowel. Praeger of Germany and Cathelin of France 
made collective studies in 1899 and 1900 of 35 
authentic cases. Anspach of U.S.A. in 1912 brought 
the number up to 62, Eastman (1927) up to oI. 
Since 1912 torsion of normal Fallopian tubes has 
been reported and supported on the ground that 
many cases are seen in girls of puberty age in 
whom an existing hydrosalpinx would seem un- 
likely. Moreover at operation no adhesions or other 
evidence of antecedent pathological changes are 
found. 

Anspach held that the Fallopian tube is the seat 
of a hydrosalpinx which is converted into a haema- 
tosalpinx after torsion. It may occur in virgins and 
others who give no history of pelvic inflammation : 
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(a) as a sequela of vulvovaginitis in childhood 
which persists in latent form until puberty 
and then produces involvement of the Fal- 
lopian tube, 

(b) asa late result of an unrecognised salpingitis 
occurring in one of the exanthemata, 

(c) as aresult of attenuated tuberculous infection. 


Mr. Hadley concluded by reference to the 
symptoms and signs of the condition and pointed 
out that it had to be differentiated from (a) obstruc- 
tion of the bowel, (b) torsion of ovarian cyst, (c) 
ectopic pregnancy, (d) appendicitis, (e) renal 
conditions, (f) cold abscess. 

The President said he had had experience of one 
case of torsion of the Fallopian tube and he ques- 
tioned whether hydrosalpinx was always the result 
of infection. He also pointed out the difficulty in 
diagnosing hydrosalpinx. Dr. A. A. Gemmell said 
he had seen 3 cases of torsion of the Fallopian tube 
occurring in non-pregnant women. Mr. C. H. Walsh 
recalled that he had previously described to the 
Society a case of torsion of the Fallopian tube 
during pregnancy. Professor T. N. A. Jeffcoate 
said he thought that torsion of the normal Fallopian 
tube or of a hydrosalpinx was not so uncommon 
as the literature indicated, and he knew of 4 cases 
(including 2 of Dr. Gemmell’s 3) which had not been 
recorded. With regard to the diagnosis of uncom- 
plicated hydrosalpinx he pointed out that hystero- 
salpingography sometimes revealed the condition 
and also indicated that in some of these cases the 
inner end of the Fallopian tube was patent. It was 
difficult to understand how a_hydrosalpinx 
developed when one end of the Fallopian tube was 
patent. 

In his reply Mr. Hadley said that in his case the 
large size of the tumour made him think that the 
Fallopian tube was already the seat of a hydro- 
salpinx before the torsion took place. 


The second meeting was held in Manchester, on 
6th February, 1948. 
The President, Mr. J. E. Stacy, was in the Chair. 
Dr. S. Bender (Liverpool) described : 


A CASE OF TUBERCULOSIS OF THE CERVIX 
WHICH MACROSCOPICALLY RESEMBLED 
CARCINOMA OF THE CERVIX. 

The patient, a nulliparous woman of 24, had a 
normal menstrual history until 1944. After 7 
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months’ amenorrhoea in that year, dilatation and 
curettage had been carried out in another hospital 
and had been followed by 2 normal periods. Her 
present complaint was of amenorrhoea and a brown 
vaginal discharge, both of 18 months’ duration. 
She also gave a history of an attack of haematuria 
2 months previously. The cervix was seen to be 
the seat of a hypertrophic growth which bled on 
being touched and which looked typically malig. 
nant, but, in view of the patient’s age, the history 
of amenorrhoea and of haematuria, and _ the 
suspicion of swellings of the appendages, a pro- 
visional diagnosis of tuberculosis was made. This 
was confirmed by biopsy of the endometrium and 
of the cervix. In the absence of evidence of urinary 
or other extragenital tuberculosis, the whole of the 
uterus and both appendages, which were the seat 
of caseous tubo-ovarian abscesses, were removed, 
One abscess burst during the operation and a sinus 
persisted in the abdominal wound for 5 months 
before closing after a course of small doses of deep 
X-ray therapy. Otherwise the patient made a 
good recovery. Although a diagnosis of tuberculous 
endometritis had been made in 1944 the patient 
had not been informed or treated, and the condition 
had evidently progressed to involve the cervix. 
Photographs of the cervix taken before operation, 
and the specimen itself, were shown. 

Dr. Bender then briefly reviewed the respective 
claims and merits of conservative and radical 
treatment of genital tuberculosis, and emphasized 
the value of X-ray therapy as an auxiliary form 
of treatment, although its exact mode of action 
was not known. 

The President said that genital tuberculosis is 
more common than is generally supposed and 
pointed out that since some cases showed a positive 
Aschheim-Zondek reaction a diagnosis of pregnancy 
might be made in error. He thought that when 
the condition was symptomless operative treatment 
was not usually indicated. Dr. Blomfield (Sheffield) 
said that deep X-ray therapy was of some value 
but not for extensive lesions. Professor Jeffcoate 
(Liverpool) agreed that genital tuberculosis is com- 
paratively common, and was of the opinion that 
when it was reasonably certain that there was n0 
other active lesion in the body, there was much 
to be said for surgical treatment even though this 
might mean hysterectomy. He thought that the 
dangers and difficulties of surgical treatment had 
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been exaggerated and, of 21 patients treated by 
some form of abdominal operation during the 
previous 5 years, only one had developed a trouble- 
some sinus in the abdominal wall—and that 
because the abdomen had been drained in error, 
the diagnosis not being made at the time of opera- 
tion. Dr. S. B. Herd (Liverpool) also thought that 
radical treatment was indicated in many Cases, 
while Mr. N. L. Edwards (Derby) pointed out that, 
if hysterectomy were carried out, at least one ovary 
should be conserved. Dr. Bride (Manchester) 
referred to a case of cervical tuberculosis in which 
the patient’s husband had tuberculous epididymitis. 
Dr. Newton (Manchester) emphasized the difficulty 
of deciding whether to operate in quiet cases of 
genital tuberculosis. Professor Dougal (Manchester) 
was generally in favour of surgical treatment, and 
so was Mr. C. Walsh (Liverpool). Dr Bender 
replied. 

Dr. A. A. Gemmell (Liverpool) described : 


A CASE OF FIBROID IN THE CERVICAL STUMP 
AFTER SUBTOTAL HYSTERECTOMY. 


A married woman, at the age of 31 years, had 
a subtotal hysterectomy with removal of both 
appendages for pelvic infection, and it was noted 
at the time that there was difficulty in freeing the 
appendages. She was seen again 6 years later 
when she had a brisk vaginal haemorrhage which 
lasted for 24 hours, and a profuse discharge. There 
was a solid tumour extending from the pubes 
upwards to the umbilicus and lying somewhat 
obliquely in the abdomen, reaching to a higher 
level on the right. It was attached to the cervix 
and this structure was displaced upwards and to 
the right. 

Operation was undertaken on 19th July, 1933. 
An attempt was first made to use a cystoscope 
which passed upwards and to the right, but even 
when the bladder was filled under pressure no view 
could be obtained. The abdomen was opened in 
the midline and, as the bladder was found to be 
lifted up to within 2 inches of the umbilicus, the 
incision was enlarged upwards beyond that point. 
Exploration showed that the condition was a 
cervical fibroid. A false plane of separation was 
opened downwards towards the left fornix, and this 
8ave considerable trouble with bleeding during the 
remainder of the operation. The true capsule of 
the fibroid was then found and the tumour was 
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enucleated without difficulty. To reduce the risk 
of damage to other structures no attempt was made 
to obliterate the sacs, but they were tightly packed 
with gauze. The patient had an afebrile con- 
valescence and left hospital on the 20th day with 
her wounds well healed. The specimen weighed 9 
pounds and on section was a typical fibroid showing 
both interstitial and lacunar oedema. 

Dr. Gemmell went on to mention that a similar 
case had been described to the North of England 
Society by Sir William Fletcher Shaw in 1923, and 
that Professor Dougal had mentioned a second case 
during the discussion at that time. Another 4 cases 
had been found reported in the literature. He 
emphasized that it is a rare condition and that with 
a personal experience of 800 subtotal hysterectomies 
he had never previously encountered it, In 3 of 
the cases reported at least one ovary had been 
conserved at the time of the original operation, in 
2 others some ovarian tissue may have been left in 
inflammatory adhesions, while in the remaining 2 
nothing was recorded as to the procedure adopted 
regarding the ovaries. Dr. Gemmell suggested that 
residual ovarian activity might favour the sub- 
sequent development of fibroids in the cervical 
stump and went on to comment on the fact that 
these tumours appear to reach a large size in a 
relatively short time—possibly because of early 
degenerative changes consequent upon poor blood- 
supply. 

The President agreed that conservation of the 
ovaries might increase the chance of the develop- . 
ment of fibroids in the remaining portion of cervix, 
but Mr. N. L. Edwards (Derby) hoped that this 
remote possibility would not result in fewer ovaries 
being conserved; he also gave an account of a case 
which he had treated. Sir William Fletcher Shaw 
(Manchester) recalled his case previously recorded, 
and said that after removal of the cervical fibroid, 
which proved a most difficult operation, the patient 
developed a further tumour in the cervix which, 
so far as he knew, was never treated surgically. 
He said that it seemed possible that some of these 
cervical fibroids were sarcomata of low-grade 
malignancy and this would also account for their 
rapid growth. Professor Dougal (Manchester) re- 
ferred to his case, and Dr. R. M. Corbet (Preston) 
mentioned having seen a patient develop uterine 
fibroids 20 years after bilateral odphorectomy. Dr. 
A. A. Gemmell replied. 
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Professor D. Dougal (Manchester) described : 


A CASE OF CARCINOMA OF THE BODY OF THE 
UTERUS AND FIBROID TREATED WITH RADIUM 
AND SUBSEQUENTLY BY HYSTERECTOMY. 


A married woman aged 60 years, 8 years post- 
menopausal, had had 3 three children and 2 
miscarriages. She was seen in December 1942 
complaining of ‘‘ terrible bearing down pain ’’ and 
a watery discharge with intermittent uterine 
bleeding. Four months previously a diagnosis of 
carcinoma corporis uteri had been made, and she 
had been treated by 3 applications of radium. 
Although she had lost 2 stones in weight in the 
previous 2 months her general condition was fairly 
good, The uterus was enlarged by fibroids extend- 
ing almost as high as the umbilicus and, together 
with the appendages, was totally removed. Both 
ovaries had innocent warty growths on their 
surfaces and the uterus, in addition to fibroids, 
contained a large necrotic and stinking growth in 
its cavity. After making a good recovery the 
patient reported again 4 months later complaining 
of severe rectal tenesmus due to a late radium 
reaction. Pre-sacral neurectomy was carried out. 
Two years later she was still well except that the 
rectum was ulcerated, and in 1947 (5 years after 
the hysterectomy) she was seen again and was free 
from any sign of growth. She was, however, still 
using a morphia suppository each night—having 
developed this habit when the rectum was ulcerated. 

Professor Dougal concluded by expressing the 
view that this patient should have been treated 
surgically in the first place. He showed sections 
of the uterus which revealed obvious adenocarci- 
noma present in spite of the radium, although there 
were some areas of necrosis. 

The President asked what radium technique was 
employed and suggested that such a severe rectal 
reaction might mean that some of the radium was 
inserted into the vagina, or had slipped out of the 
uterine cavity. Dr. Blomfield (Sheffield) agreed 


that this type of case was not suitable for radio- 
therapy and said that the areas of necrosis were 
not due to the radium but represented the usual 
degenerative changes found in all extensive malig- 
nant growths. Mr. N. L. Edwards (Derby) discussed 
the severe pain which was a prominent symptom 
in this case, expressing the view that it was due 
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to expulsive uterine contractions rather than the 
heavy infection. Professor Dougal replied, pointing 
out that carcinoma of the body of the uterus could 
be present for many years and yet still remain 
amenable to surgical treatment. 


Mr. K. V. Bailey (Manchester) read a note on: 


THIRD STAGE AND POSTPARTUM UTERINE 
CONTROL. 


He reviewed the present day views on the 
‘““control ’’ or ‘‘ guarding ’’ of the fundus during 
the third stage of labour and went on to point out 
its dangers. He emphasized that it nearly always 
means that the attendant is tempted to carry out 
massage of the fundus and to attempt early 
expression of the placenta. He considered that 
handling of the fundus as usually carried out, with 
resulting pressure on the sensitive cornua and 
adjacent ovaries, was conducive to shock. In 
general he thought there was little need to take 
active steps in the third stage, but when these 
became necessary he had found one method of 
stimulating the uterus which was efficient and free 
from risk. In this, the ulnar surface of the whole 
hand was placed across the uterus just above the 
pubes, and was then stroked upwards to stretch 
the lower segment. On reaching the fundus the 
hand was passed over and behind, and the posterior 
surface of the uterus was then stroked upwards to 
stretch the posterior aspect of the lower segment. 
The manoeuvre stimulates powerful contraction of 
the upper and lower segments, and the latter is 
important. It can be combined with the well- 
known supra-pubic test for descent of the placenta 
from the upper to lower segment. 


The same speaker then read a note on: 


AN ADDITIONAL METHOD OF INFANT 
RESUSCITATION. 


He mentioned the standard methods of resusci- 
tating a baby born in a state of asphyxia, and 
emphasized the dangers of each. Without wishing 
to put it forward as a method to be used in all cases, 
but one which was suitable and effective in some, 
he described a manoeuvre which can be carried 
out as soon as the baby is born and before the 
placenta is divided. The baby is laid face down- 
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wards on the palm of the obstetrician’s left hand. 
The head naturally hangs downwards in an attitude 
of flexion, and drainage of the upper air passages is 
thus assured. The child is then repeatedly thrown 
upwards about 4 to 1 inch from the hand, each 
time settling back into the same position. During 
the upward movement the chest expands, as in 
inspiration; the expiratory movement is assured by 
the counter pressure as the child comes to lie on 
the obstetrician’s hand again. This manoeuvre is 
carried out at regular intervals as in artificial 
respiration. To avoid any chance of the baby 
falling, one leg can be steadied by the operator’s 
right hand. 

Dr. Bailey then showed a film illustrating both 
the manoeuvre for stimulating the uterus in the 
third stage of labour and afterwards, and the 
method for resuscitating the baby. The President 
said he thought the advantages of this method of 
resuscitation lay mainly in the fact that it ensured 
clearance of the air passages. In regard to this he 
never used a mucus catheter, but depended always 
on holding the child in the right position. For 
bleeding after the third stage of labour he thought 
lifting the uterus high in the abdomen, thus putting 
tension on the lower segment, was a most efficient 
stimulant of uterine retraction. Dr. R. M. Corbet 
(Preston) emphasized that any method of manage- 
ment of the third stage of labour or of postpartum 
haemorrhage should be preceded by emptying the 
bladder; he agreed that upward traction on the 
lower segment was valuable in the control of 
bleeding, but he thought that Dr. Bailey’s method 
of resuscitating the newborn was liable to produce 
injuries such as fracture, dislocation of the cervical 
spine. Dr. Dickson believed that the administra- 
tion of oxytocics in the third stage of Jabour was 
a procedure to be commended, while Dr. Newton 
(Manchester) re-affirmed his belief that in the 
absence of haemorrhage there was no harm in leav- 
ing the placenta in the uterus for an indefinite 
period of time. Mr. C. M. Marshall (Liverpool) 
Suggested that the Society might profitably set 
aside a whole meeting for a discussion on the 
Management of the third stage of labour and post- 
partum haemorrhage. Mr. K. V. Bailey replied, 
stressing that he did not wish to put forward his 
methods as ones for universal or routine applica- 
tion, but rather to bring to the notice of the Society 
additional methods which are useful in some cases. 
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SECTION OF OBSTETRICS AND GYNAECOLOGY. 
President: A. J. McNair, F.R.C.S. 
Meeting on Friday, zoth February, 1948 


DISCUSSION ON THE TREATMENT OF SEPTIC 
ABORTION 


Dr. A. Melvin Ramsay (North Western Hospital) 
analyzed the results of 1,430 cases of postabortum 
sepsis which had occurred in the London County 
Council Puerperal Sepsis Unit, between January 
1937, and December 1946. Of these 1,217 had 
uncomplicated uterine sepsis and 213 showed 
invasive complications. There were 47 deaths 
(3-3 per cent). The more invasive the complica- 
tion the higher was the associated rate of removal 
of retained products under general anaesthesia. 
This was most marked in the septicaemia group; 
there were 54 cases, 30 of which proved fatal and 
11 (36.7 per cent) of these had removal. The 
anaerobic streptococcus was the most lethal 
organism in postabortum sepsis and was 
particularly liable to invade the blood-stream after 
intrauterine manipulation. A study of the post- 
mortem records showed that placental remains were 
seldom found in the uterine cavity at autopsy. Of 
32 cases in which no removal had been performed 
there were small placental fragments in 5 antl a 
spongy mass of what was probably altered placenta 
in the sixth. While there is no objection to the 
removal of retained products under general anaes- 
thesia in the uninfected case, care is required in 
dealing with cases of spreading infection, especially 
if peritonitis is present. It is wiser in such cases 
to first institute control of infection by specific 
chemotherapy. On the other hand, haemorrhage 
is a Clear indication for removal and should be 
preceded by transfusion in the case of the exsan- 
guinated patient. 

Dr. Isabella R. Bishop stated that over 1,300 
unselected cases of abortion admitted to St. 
James’s Hospital, Balham, during the years 1942- 
47 inclusive were subjected to analysis. Of these 
15.8 per cent were septic. 

In a total of 2,310 cases of abortion admitted 
during this period 10 deaths occurred. Two of these 
deaths were not due directly to the septic abortion. 
Of the others the main cause of death was gas 
gangrene infection. 
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The criteria of septic abortion were similar to 
those adopted by Stallworthy. 

The causal organisms were mainly bacillus coli 
and staphylococcus albus; occasionally anaerobic 
streptococci, haemolytic streptococci and clostri- 
dium welchii were isolated. 

Two modes of treatment were adopted in septic 
cases. Excessive haemorrhage was considered the 
only indication for immediate surgical intervention. 
In all other cases with pyrexia associated with slight 
bleeding conservative measures were adopted. 
Chemotherapy was given until the temperature was 
normal for 48 hours when evacuation of the uterus 
was performed. Packing was used only to control 
haemorrhage. Haemorrhage was found not to be 
a marked feature in septic cases. In 25 cases only 
was blood transfusion considered necessary. When 
spreading infection was present intervention was 
reserved for those cases who continued to bleed. 
Pelvic abscesses occurred in 6 cases. 

Dr. C. W. F. Burnett stated that at the West 
Middlesex County Hospital an abortion is con- 
sidered to be septic if the temperature is main- 
tained above 99°F. for 24 hours during or within 
2 weeks of its occurrence and is not accounted for 
by any extraneous lesion, or alternatively if signs 
of intrauterine or periuterine infection are present. 
In 1946 and 1947 out of 1,035 cases of abortion 
treated in hospital 115, or 11.1 per cent, were 
septic, of which 20.8 per cent were acknow- 
ledged criminal in origin, 83.5 per cent were 
limited to the uterus, and 16.5 per cent spread 
either locally or generally. In the former cases, 
immediate evacuation of the uterus was done 
if haemorrhage was severe; if haemorrhage was 
slight the sepsis was brought under control by 
antibiotic and chemotherapy and the uterus 
emptied 24 hours later; if however the infection 
showed no signs of becoming controlled after 24- 
36 hours, further waiting was useless, and evacua- 
tion was then done. Figures quoted showed that 
results in these cases were less satisfactory, and so 
justified an attempt to control the sepsis. During 


the operation, dilatation of the os did not seem to 
be harmful, but curettage, intrauterine packing, 
douching and oxytocic drugs were better avoided. 
The haemolytic streptococcus Group A was a rare 
pathogen in these cases; there was one death from 
septicaemia occurring shortly after admission to 
hospital. 


For anaerobic infections the aromatic 


diamidines should be given a trial, and some 
markedly beneficial results had followed intra- 
venous injections of propamidine, at a dosage of 
2 mgm. per kilogram of body weight. 

Mr. John Stallworthy stated that he was basing 
his comments on a consecutive series of 800 incom- 
plete, inevitable and septic abortions treated in his 
department at Oxford. Eighty-five of these were 
septic by the standards laid down in the article in 
the British Medical Journal of July 1947. A plea 
was made for the prevention of septic abortion. 
A wider use of the facilities provided for family 
planning would lessen the incidence among married 
women. Many cases of septic abortion were the 
result of leaving incomplete abortions unevacuated, 
and the only death in the series under discussion 
was in such a case. The necessity for employing 
modern surgical technique in procuring therapeutic 
abortions was stressed, and two-stage methods 
such as the use of tents and plugging were con- 
demned. 

In the treatment of septic abortion the two main 
enemies were haemorrhage and sepsis. The 
placental site was a wound. When it was clean 
it should be left alone; when it was infected, the 
infection should be treated; when it was bleeding 
the haemorrhage required treatment, This con- 
sisted of restoring any severe blood-loss by trans- 
fusion and evacuating the uterus to prevent further 
loss. In the total series analyzed transfusions were 
given in 14 per cent of cases, but in the septic 
group in 25 per cent. 

The special problems of cl. welchij infection 
were discussed. It was noted that the diabetic 
patient was particularly susceptible to infection 
by gas-forming organisms, and reference was made 
to the work of Kemp at Oxford in this connection. 
The following points were illustrated by reference 
to cases: 


(1) Adrenal cortex preparations could be life-sav- 
ing in keeping the blood-pressure at such a level as 
to permit of renal function during the period of 
acute toxaemia. 


(2) Peritonitis should be treated conservatively 
by gastric or duodenal constant suction together 
with intravenous infusion. 

(3) All placental debris required removal. The 


case record of a patient who had recovered from 
a triple septicaemia: cl. welchii, b. coli and 
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penicillin-resistant 
briefly presented. 


staphylococcus aureus was 


THE EDINBURGH OBSTETRICAL SOCIETY 


At a meeting of the Society on roth March, 1948, 
the President (Dr. W. F. T. Haultain) in the Chair, 
a paper was presented by Dr. Richard de Soldenhoff 
entitled : 


HAEMORRHAGE IN OBSTETRICS: THE RELATION 
BETWEEN THE GENERAL PRACTITIONER AND EMER- 
GENCY SERVICES. 


Dr. de Soldenhoff briefly reviewed the history of 
the treatment of postpartum haemorrhage and 
retained placenta, and discussed the present-day 
importance of haemorrhage as a cause of maternal 
death. By courtesy of the Department of Health 
for Scotland he was able to record that 99 maternal 
deaths from haemorrhage had been reported to the 
Department in 1946-1947. Sixty-seven were due 
to postpartum haemorrhage, and of these some 40 
per cent were young primiparae. The majority of 
these women died in hospital, in Dr de Soldenhoff’s 
opinion because they had been moved to hospital 
following the birth of the child while suffering from 
post-haemorrhagic collapse. 

He referred to the arrangements in the County 
of Ayr where, since 1937, a whole-time obstetrician 
had been employed by the Local Authority. Since 
that date this officer had operated an emergency 
domiciliary service, chiefly for the resuscitation of 
such cases. Dr. de Soldenhoff had held this post 
since the autumn of 1946 and recorded the methods 
of operation of the service as modified in his hands. 
The equipment, readily transportable, included all 
apparatus necessary for transfusion, and for dealing 
with retained placenta, incomplete abortion, etc. 
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It included blood and plasma supplied by the 
Glasgow and West of Scotland Branch of the 
National Blood Transfusion Association, and the 
resuscitation team always carried a citrate-con- 
taining flask for the immediate replacement of a 
portion of the blood donation by the contribution 
of a relative of the patient taken at the time of 
transfusion. A supply of high titre Anti CD serum 
was included to avoid the dangers of Rhesus blood 
incompatibility or artificial immunization. Dr. de 
Soldenhoff recorded figures relating to the opera- 
tion of the service in 1937-38 and in 1947, witha 
number of interesting comparisons. 

Dr. de Soldenhoff then discussed the guiding 
principles in the management of third-stage 
haemorrhage, postpartum haemorrhage, ante- 
partum haemorrhage and incomplete abortion. 
Immediate manual removal of the placenta 
was advocated for any third-stage haemorrhage. 
of severe degree. He believed the dangers of 
this procedure as an essential part of training for 
midwifery. He condemned the Credé manoeuvre. 
He advocated the vaginal pack for certain 
emergency cases of antepartum haemorrhage, and 
early curettage for incomplete abortions. He 
warned against the dangers of over-transfusion of 
obstetrical patients and advised against slavish 
reliance upon sphygmomanometer readings as an 
index of progress. He considered methedrine to 
be a valuable drug in the temporary rising of blood- 
pressure during an enforced operation on a shocked 
patient. 

The paper was discussed by a large number of 
those present, including the President. It was 
agreed that the general use of such emergency 
services as those described was desirable. A number 
of the general practitioners present confessed to 
timidity in regard to manual removal of the 
placenta. Dr. de Soldenhoff replied reassuringly. 





REVIEWS OF HOSPITAL REPORTS 


MEDICAL AND CLINICAL REPORT OF THE 
ELSIE INGLIS MATERNITY HOSPITAL, 
EDINBURGH, FOR THE YEAR 1946. 


THIs is a comprehensive report although not set 
out with single-case data for all or most abnormal 
conditions. These are given in cases of eclampsia, 
placenta praevia, breech deliveries and multiple 
pregnancy. Sufficient detail, however, is given in 
a condensed form to show the nature of the 
obstetric cases with which the hospital deals and 
that the standard of its work is high. 

There were 1,675 admissions during the year, 
resulting in 1,420 confinements (including 38 abor- 
tions), while on the district there were 608 confine- 
ments (including 8 abortions). 

The number of beds in the hospital is not given. 
There were 8 maternal deaths in the hospital—a 
mortality correctly stated as 5.63 per thousand, on 
page 5, and incorrectly stated as 3.5 per cent on 
page 23. The maternal morbidity (on a defined 
variation of the M.O.H. standard of puerperal 
pyrexia) was 3.6 per cent in the hospital and 0.65 
per cent on the district. The stillbirth and neonatal 
death-rates in the hospital were 34 per 1,000 and 
28 per 1,000 respectively. 

Cases of pre-eclamptic toxaemia and of hyper- 
tension are shown separately. The standards for 
the former are (a) blood-pressure of 140/90 or more 
with albuminuria, or (b) blood-pressure of 130/90 
or more with oedema or headache. For hyperten- 
sion the standards chosen are (a) essential hyper- 
tension, a blood-pressure of 160/100 or more recur- 
ring throughout pregnancy; and (b) raised blood- 
pressure, a blood-pressure, systolic or diastolic, 
raised 20 or more on original reading. The incidence 
of pre-eclamptic toxaemia and of hypertension as 
so defined was 5.7 per cent and 2.2 per cent respec- 
tively. The foetal mortality within these groups 
was 12.3 per cent and 10.8 per cent respectively. 
There were 3 cases of chronic nephritis and among 
them there was no foetal mortality. 


Among the 17 cases of uncomplicated primi- 
gravid breech, where the child was delivered by the 
vaginal route the foetal mortality was 2 (11.7 per 
cent). Placenta praevia (20 cases) resulted in a 
foetal mortality of 28.6 per cent. 

There were 8 maternal deaths. One resulted from 
acute symmetrical cortical necrosis of the kidney 
following concealed accidental haemorrhage: 
another was due to rupture of the uterus through 
the scar of a former classical Caesarean section. In 
the remaining 6 fatal cases post-partum haemor- 
rhage or shock was a significant feature. Sepsis is 
conspicious by its absence. Yet it is ever a pos- 
sibility. Swabs are taken from the fauces and 
vagina of all patients on admission and again on 
the fourth day of the puerperium: they are also 
taken from the cervix prior to surgical induction of 
labour. Haemolytic streptococci were recovered 
from the fauces on 6 occasions; and from the vagina 
on 24 occasions—Group A on 4, Group C on 3, and 
ungrouped on 17 occasions. 

A critical survey of trends and practices and 
results is not attempted. A differentiation is not 
made between booked and non-booked cases. 


CLINICAL REPORT OF THE NATIONAL 
MATERNITY HOSPITAL DUBLIN, FOR THE 
YEAR 1946. 


THE hospital has 114 maternity beds of which 28 
are reserved for antenatal cases, 78 for postnatal, 
and 8 for the purposes of isolation. During the year 
there were 4,220 admissions resulting in 3,668 
deliveries. In addition 476 deliveries occurred in 
the extern maternity service. There were 5 matet- 
nal deaths among the intern patients, giving 4 
mortality figure of 1.36 per 1,000 deliveries; if the 
extern deliveries, among which there was not one 
fatal case, are included the mortality figure for the 
whole service of the hospital is 1.2 per 1,000 
deliveries. The morbidity-rate (B.M.A. Standard) 
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for intern patients was 1.77 per cent. Among 3,393 
viable (28 weeks or over) infants born there were 
97 (2-9 per cent) stillbirths and 194 (5.7 per cent) 
neonatal deaths. 

It will be evident that the hospital’s high 
standard of midwifery has been maintained and 
in some respects improved. Of the 5 maternal 
deaths all were emergency admissions. Death is 
described as unavoidable in 3 cases: in 2 of these 
advanced cardiac disease was the cause of death, 
while in the remaining 1 advanced carcinoma of 
the lung was responsible. Two deaths were prob- 
ably avoidable, although doubtless unavoidable 
after admission: in one the patient, who had not 
had any antenatal care, was admitted in eclamptic 
coma; while in the other forceps had been applied, 
with failure to effect delivery, before admission 
and before full dilatation of the cervix, and death 
resulted from sepsis after craniotomy and extrac- 
tion in hospital. The stillbirth-rate has been re- 
duced by 1 per cent over the previous year’s 
figures but the neonatal mortality has not improved, 

The report follows its customary lines with the 
critical survey of the year’s work in the obstetric 
and paediatric departments with, in addition, very 
detailed particulars of each case in the abnormal 
conditions customarily encountered. 

It is interesting to observe that in 11 cases 
symphysiotomy was performed with very satis- 
factory results in spite of 2 stillbirths. Caesarean 
section continues to be used liberally in the treat- 
ment of placenta praevia. The placenta praevia 
tables, however, are arranged in a somewhat con- 
fused manner and the number of neonatal deaths 
in the single-case data does not correspond with 
that in the legends at the head of the tables. 
There was no maternal death from this condition, 
and the gross foetal loss is said to be 40 per cent. 

Detailed figures are given covering the work of 
the paediatric, gynaecological and _ radiological 
departments. 

The critical survey is a valuable feature of 
a report such as this. Here we find not only con- 
clusions reached by outstanding clinicians after 
gteat experience in their specialties, but also 
adverse criticism of the hospital and its facilities if 
that should be required. More accommodation is 
considered to be necessary for the isolation and 
special nursing of premature and difficult babies. 
This proposition is said to be accepted by every- 
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one concerned “‘. . . but the time it takes to get 
started on the erection of the necessary accommo- 
dation is beyond belief; meanwhile babies die.”’ 

How essential it is that our profession should 
continue to have complete freedom in the matter 
of publication ! 


MEDICAL AND CLINICAL REPORT OF THE 
SIMPSON MEMORIAL MATERNITY 
PAVILION, ROYAL INFIRMARY, EDIN- 
BURGH, FOR THE YEAR 10946. 


THE general format of this report is similar to that 
of previous years. During the year 4,519 patients 
were treated in the hospital. Of these 3,404 were 
delivered after the 28th week of pregnancy and 355 
before the 28th week (abortion). In addition 1,343 
patients delivered in their own homes were cared 
for by the hospital staff—1,326 after and 17 before 
the 28th week of pregnancy. 

There were 12 maternal deaths in the hospital, 
and 1 in a case transferred to the City Fever 
Hospital. From the Comparative Table of the 
principal statistics for the years 1933-1946 it can 
be seen that the 1946 death-rate of 0.18 per cent 
is the lowest during this 14-year period. While 
this must be gratifying to the staff it could have 
been still lower. Without question 2 cases of 
cardiac disease, 1 of cerebral thrombosis and 1 of 
miliary tuberculosis (the transferred case) were 
unavoidable deaths. One case of rupture of the 
uterus (booked) might perhaps have been saved by 
surgery in addition to the blood-transfusion given, 
but we are not told the estimated time interval from 
the occurrence of rupture until death. In the other 
case of uterine rupture (not booked) a para 5 
patient, admitted following unsuccessful attempted 
manual rotation of the head, died 5 hours after 
craniotomy performed in hospital; the rupture was 
found at post-mortem examination. These last 2 
cases, and 1 case (non-booked) of septicaemia 
following dystocia, in which death occurred 31 
hours after admission, form an intermediate group 
of doubtful avoidability. 

Post-anaesthetic death is the description given 
to 2 fatal booked cases in which death occurred 
shortly after forceps delivery. Renal failure fol- 
lowing blood transfusion was responsible for death 
in 3 cases. In, each case third-stage haemorrhage 
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was the reason for the transfusion: in each case 
transfusion incompatibility appears to have been 
the cause of death which occurred 8, g, and 11 
days respectively after the original postpartum 
haemorrhage. Blood grouping, including the rhesus 
factor, does not appear to have been carried out 
before these transfusions. In the final fatal case 
a patient with a history of adherent placenta in 2 
previous pregnancies had a profuse postpartum 
haemorrhage with retained placenta following 
spontaneous delivery at home. After a blood- 
transfusion had been given she was admitted to the 
hospital, where she arrived extremely shocked, and 
died, in spite of plasma and further blood trans- 
fusion, with the placenta still retained. In these 
6 cases death should be classified as avoidable. 

It is most regrettable than any woman should die 
as the result of blood loss. The beneficial effects of 
transfusion are well known, and its dangers are 
now appreciated generally. In many clinics blood 
grouping is carried out on all antenatal patients, 
but this is by no means a universal practice. Should 
not obstetricians urge that every pregnant woman’s 
blood group should be ascertained, whether she 
attends an organized clinic or her family doctor for 
antenatal care, and insist that omission to do so 
should be considered as reprehensible as the 
omission of blood-pressure readings and urine 
testing in the antenatal period is considered to-day? 
Some may say this is impracticable. The same 
was said a little over 30 years ago about antenatal 
care as it is known to-day. Hospitalization for 
confinement seems desirable in any woman giving 
a history of postpartum haemorrhage or difficulty 
in the third stage of labour on a previous occasion. 
Almost all obstetricians are now agreed that when 
serious postpartum haemorrhage has occurred in 
the patient’s own home, she should not be moved 
to hospital until her general condition has been 
improved by oxytocics and blood-transfusion. It 
may indeed be desirable that the entire treatment, 
including manual removal of the placenta under 
anaesthesia, following transfusion of blood, should 
be undertaken in the place in which the post- 
partum haemorrhage occurred. 

Not one patient died of the 35 who suffered from 
eclampsia. No comment is made about this 
remarkable achievement in the report. This might 
very well have been incorporated in a critical 
summary, had there been one, with some descrip- 


tion of the general plan of treatment followed in 
these cases. Single-case data of these cases, how- 
ever, are given, as they are also for multiple preg- 
nancy, placenta pyrexia, primigravid breech 
deliveries, and embryotomy. A detailed paediatric 
survey completes the report. 


CLINICAL REPORT OF THE MATERNITY 
DEPARTMENT OF GUY’S HOSPITAL, 
LONDON, FOR THE YEAR 1946. 


In this report the customary categories of 
‘* booked ’’ and ‘‘ non-booked ’’ cases are replaced, 
on account of peculiar local conditions, by two 
special classes, A and B. A small compact area is 
served by Guy’s Hospital largely to the exclusion 
of other institutions and individuals. Class A 
includes all patients ordinarily living in the Guy’s 
Hospital Maternity District, whether delivered in 
their own homes or in the hospital, and whether 
or not they have attended the antenatal department 
during the pregnancy. Class B includes all other 
patients, i.e., patients ordinarily living outside the 
District. Most of these were sent to the hospital on 
account of some anticipated difficulty and some had 
received antenatal care at the hospital. Class A 
represents the unselected midwifery practice of a 
very compact district which, it is considered, may 
be taken as an average sample of the general 
population although, of course, it deals with only 
one particular social class. 

The total number of patients treated in the 
maternity department or in their own homes was 
1,210. Of these 1,069 belonged to Class A, and 141! 
to Class B. The interest in this report lies in its 
being a picture of unselected midwifery practice, 
and the original report should be consulted by those 
interested in this aspect. Naturally the numbers 
in the different abnormal conditions are not high, 
e.g., breech delivery 31, transverse lie 1, face 
presentation 2, complex presentation 1, contracted 
pelvis, including relative disproportion between the 
pelvis and normal foetal head 26, accidental 
haemorrhage 23, placenta praevia 7, eclampsia 0. 
Single-case data are given in the principal abnor 
malities. 

One table is devoted to albuminuria and chronic 
nephritis. Cases of toxaemia without albuminuria 
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are not recorded at all, but toxaemia without 
albuminuria must be recognized as an entity, for 
in the induction of labour tables we are told ‘‘ for 
albuminuria read toxaemia’’, and the number of 
inductions for toxaemia exceeds the number of cases 
of albuminuria in which labour was induced. 


Postpartum haemorrhage occurred in 65 cases 
without a fatality. In 13 the treatment was Crédé’s 
expression of the placenta but whether anaesthesia 
was used for this is not recorded. Transfusion with 
plasma or blood or both was necessary on 3 occa- 
sions. Caesarean section was performed 35 times 
(2.9 per cent). Forceps was used for delivery on 
86 occasions (7 per cent). 


There were 2 maternal deaths in Class A and 
none in Class B. In the first, serious concealed 
accidental haemorrhage in a severe case of toxaemia 
was followed by suppression of urine; extensive 
bilateral symmetrical cortical necrosis was found 
atautopsy. Inthe second, abdominal hysterotomy 
was performed for severe hypertension (blood- 
pressure 220/140) and albuminuria at 18 weeks; 
a second pulmonary embolism occurring on the 
26th day proved rapidly fatal. 


Brief particulars are given of puerperal morbidity 
and paediatric statistics. 





345 
MEDICAL REPORT OF THE ROYAL 
SAMARITAN HOSPITAL FOR WOMEN, 
GLASGOW, FOR THE YEAR 10946. 


THIs report deals with patients discharged from the 
wards of the hospital during the year 1946. 

Following the custom of previous years the bulk 
of the report consists of tables giving details of the 
aetiological factors involved in the production of the 
pathological lesions encountered, the operations 
performed, the pathological lesions encountered and 
brief summaries of each fatal case. 

A note on the services o£ the pathological depart- 
ment, and a short report from the radiological 
department with follow-up tables of cases treated 
by that department from the years 1939-1946 com- 
plete the report. 

The total number of patients was 3,890, and the 
number of operations performed was 3,634, of 
which approximately one-third were operations of a 
major nature. The largest single aetiological factor 
for the lesions encountered was injury associated 
with childbearing, which was noted in 33 per cent 
of the cases. Death occurred in 22 cases. 

Among the fatal cases, death occurred 4 times 
following sub-total hysterectomy for uterine 
fibromata and 5 times following operation for repair 
of genital prolapse. ANTHONY W. PurRDIE 





REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
at our disposal. The Review will, however, contain in addition abstracts and titles of 
articles which, though not of sufficient general interest for publication in the monthly 
volumes published by the British Medical Association, are yet sufficiently important for 
a specialist journal. It is to be hoped that our readers will collaborate in the preparation 
of these abstracts. Those who are willing to take part in the service are invited to 
communicate with the Editor, The Abstracting Service, B.M.A. House, Tavistock Square, 
London, W.C.1. There is special need of abstracters in foreign languages, and when offering 
his or her services the writer should indicate the language (apart from English) in which 
he or she is proficient. The name of the abstracter will be acknowledged in the text and 
payment will be made at the rate of ten shillings per abstract for English articles and 
twelve shillings and sixpence per abstract for articles from foreign languages. 
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REVIEW OF CURRENT LITERATURE 
ANATOMY. 


644. The Role of Nutrition in Pelvic Variation. 

By H. THoms. Amer. J. Obstet. Gynec., 54, 
62-73, July 1947. 4 figs., 14 refs. 

The pelvic inlet in early childhood is charac- 
teristically elongated from before backwards. While 
a number of adults remain dolichopellic, in others 
a round pelvis or even one flattened from before 
backwards is known to occur. The present paper 
presents evidence that nutrition, especially during 
puberty, is one of the major factors in this altera- 
tion in shape. 

The author briefly recapitulates the principles on 
which he has classified the pelvic inlet into dolicho- 
pellic, mesatipellic, brachypellic, and platypellic 
types, and tabulates the data relative to the 
incidence of the various types already published 
(Anat. Rec., 1938, 72, 45; J. Amer. med. Ass., 1939, 
112, 425; Amer. J. Obstet. Gynec., 1946, 52, 248). 
He is sceptical of the importance of hormonal 
factors in causing departure from the dolichopellic 
shape, mainly because such deviations also occur 
in males, while in a recorded case of precocious 
puberty (Gesell et al., Arch. Neurol. Psychiat., 
Chicago, 1939, 41, 755) no such deviation was 
observed over a period of 15 years. He has 
previously considered the possibility that rickets 
may produce the oval or so-called normal female 
type of pelvis (Amer. J. Cbstet. Gynec., 1936, 31, 
111), drawing attention to the observation of Breus 
and Kolisko on the marked shortening of the iliac 
portion of the linea terminalis which occurs in 
tickets, varying degrees in which will produce devia- 
tion from the dolichopellic through the mesatipellic 
and brachypellic to platypellic forms. He now 
draws attention to a recent paper (Dunham and 
Thoms, Amer. J. Dis. Child., 1945, 69, 339), in 
which is recorded a long-term study of 1o children 
in whom a condition diagnosed as severe rickets 
had been present in early childhood. The chief 
point which emerges from this series is that 
‘apparently, the older the child at the time when 
active rickets of a moderate or severe degree is 
present, the greater is the chance that the pelvis 
will show rachitic deformities in adolescence ’’. 
The author now suggests that the relatively 
flattened pelvis common in adult life ‘‘ may be the 
result of calcium imbalance, slight rickets if you 
will, during the puberal period when the demands 
of skeletal growth are so increased ’’. He quotes the 
work of Allen (N.Z. med. J., 1944, 43, 116) and of 
Nicholson (J. Anat., Lond., 1945, 79, 131), which 
has led to similar conclusions. W. J. C. Morris 


645. Theories and Studies on the Factors 
Determining the Shape of the Female Pelvic Brim. 
(Ipotesi e ricerche sulle cause che determinano la 
forma dello stretto pelvico superiore nella adulta.) 

By G. VALLE. Ginecologia, Torino, 13, 559-567, 
Dec. 1947. 21 refs. 
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Radiopelvimetry by 


646. First Results of 
Vallebona’s Tomographic Method. 
radiopelvimetrici con il metodo 
Vallebona. ) 

By U. Casasona. Radiologia, Roma, 7, 547-556, 
1947. 3 figs., 14 refs. 


(Primi risultati 
stratigrafico di 


647. The Effect of Body Posture on Uterine Position. 

By A. W. Dippie, W. F. MENGERT, and R. M. 
SANDERS. Amer. J. Obstet. Gynec., 54, 391-399, 
Sept. 1947. 5 figs., 3 refs. 

The position of the uterus has been studied by 
means of antero-posterior and lateral skiagrams, the 
uterine cavity being visualized by means of a radio- 
opaque ureteric catheter, cut short at the external 
os after introduction to the fundus, while the cervix 
is located by a snugly-fitting aluminium contracep- 
tive cap. Successive views were taken with the 
patient reclining, sitting, and standing erect. The 
results are analysed in terms of ‘‘ station’’ (to 
indicate the height of the uterus in the pelvic 
brain), ‘‘ flexion ’’ (bending of the uterine cavity), 
“version ’’ (swinging of the whole uterus in the 
sagittal plane), and ‘‘ cession ’’ (which indicates the 
distance of the uterus from the symphysis pubis). 
The results in 4 patients, out of a total of 13 studied, 
are recorded in line drawings made from the original 
radiographs, which are not suitable for reproduc- 
tion. In patients regarded as normal the uterine 
“* station ’’ is observed to be at its lowest when the 
patient is erect, and is actually lower during sitting 
than standing. A normal patient with ‘‘ habitual 
flexioretroversion ’’ showed considerable increases 
in the ‘‘ flexion and version ’’ while sitting upright. 
The behaviour of the uterus in a case of complete 
prolapse demonstrated the classical undoing of ante- 
flexion during descent in “ station’’. A patient 
with incomplete prolapse associated with cystocele 
showed a surprising descent in uterine ‘‘ station ’’ 
with the adoption of the erect posture, despite the 
fact that the uterus remained in a position of com- 
plete anteversion. The authors conclude that the 
maintenance of uterine ‘‘ station ’’ and “‘ cession ’’ 
depends upon the integrity of the supports, and 
that anteversion is no safeguard against prolapse 
of the uterus. They have observed complete pro- 
lapse after a Watkins-Wertheim interposition 
operation. W.I1.C. Morris 


648. Is There Any Smooth Musculature in the Wall 
of the Graafian Follicle? [In English.] 

By L. Crarsson. Acta anat., Basel, 3, 295-311, 
1947. 11 figs., 29 refs. 


649. Arterial Structure Peculiar to the Female 
Internal Genital Organs and its Changes in Pregnancy 
and under Pathological Conditions. (Particolari 


strutture arteriose degli organi della sfera genitale 
interna femminile e loro modificazioni in gravidanza 
ed in processi patologici.) 

By L. pe GrorGct Arch. Ostet. Ginec., 52, 257- 
26 refs. 


261, Sept.—Oct., 1947. 
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650. The Arterial Supply to the Lower Segment of 


the Ureter. (Die arterielle Versorgung des unteren 
Ureterabschnittes. ) 

By H. Martius and H. Baper. Zbl. Gynék., 69, 
457-460, 1947. 3 figs., 10 refs. 


PHYSIOLOGY. 


651. Cervico-uterine Temperature, (La température 
cervico-utérine. Note préliminaire.) 

By A. Netter. Ann. Endocrinol., Paris, 8, 194- 
199, 1947. 1 fig. 

Simultaneous recordings have been made of the 
rectal and uterine (cervical) temperatures at differ- 
ent times of the day among healthy women of the 
reproductive age, nursing mothers, and women after 
castration, in pregnancy, and in the menopause. 
Temperature differences are recorded; except at the 
onset of menstruation, variations are found to be 
less than 0.1°C. The cervical temperature records 
do not agree exactly with the basal records, possibly 
owing to oestrogen activity. 

[The observations are as yet incomplete and 
seem to be of little practical value. | 

Magnus Haines 


652. Studies on Uterine Metabolism. I. Adeno- 
sinetriphosphatase Activity of Smooth Muscle. 

By H. O. SincHer, and N. Mitiman. Proc. Soc. 
exp. Biol., N.Y., 66, 472-474, Nov. 1947. 9 refs. 


653. The Relation Between Ovarian Function and 
Growth. (Inter-relaciéo entre a funcgao ovariana e o 
crescimento. ) 

By J. Icnacto Loso, L. Décourt, and A. 
MarconDEs Da SILVA. Hospital, Rio de J., 32, 755- 
764, Nov. 1947. 2 figs., 6 refs. 


654. Syncytial Formations seen in the Ovaries of 
Young Rats. (Formations syncytiales observées dans 
les ovaires de jeunes rats.) 

By A. Raynaup. Ann. Endocrinol., Paris, 8, 
141-164, 1947. 6 figs., 12 refs. 

Two series of experiments were conducted. Rats 
received subcutaneous injections of dihydrostil- 
boestrol and testosterone propionate. The ovaries 
were studied histologically after 20 to 107 days’ 
treatment. Rats used were taken from 2 strains: 
(1) an unselected black-and-white strain bred at the 
Radium Institute, Paris, and (2) albino rats of the 
Wistar strain. The substances used were: (1) 
(1) dihydrostilboestrol, 8 mg. per ml. in oil; (2) 
testosterone propionate, 40 mg. per ml. in oil (3) 
olive oil. Injections were given twice a week, from 
birth in two litters and during the second or third 
week in the other litters. The animals were killed 
by illuminating gas and the tissues placed in a 
mixture of formaldehyde and Zenker’s fluid. [Full 
explanatory details are given in the text and in two 
tables.] In each group (controls included) histo- 
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logical study revealed syncytial formations in the 
ovary: (a) syncytial tubules resembling testicular 
tubules; (b) syncytial formations in the centre of 
atretic follicles; (c)syncytial plaques in the midst of 
luteinized interstitial cells; (d) syncytial tubules 
around the extremities of rete tubules. The author 
(Ann. Endocrinol., Paris, 1941, 2, 201) has des- 
cribed similar findings in older rats after oestrone 
treatment. These findings are equally common 
with androgens and oestrogens. It seems that these 
formations occur regularly in the ovaries of young 
rats and that they must be independent of injec- 
tions of sex hormones. In this experiment testos- 
terone, if given from birth, inhibited ovarian- 
follicle growth without causing masculinizing 
changes. The modification in the inner layers of 
certain atretic follicles has been seen with andro- 
gens, oestrogens, and in the controls. Some of the 
syncytial tubules observed in these rat ovaries to 
be morphologically similar to testicular tubules in 
sterile male rats appear by their origin to be their 
homologues. Magnus Haines 


655. Ovarian Cholesterol Levels During the Repro- 
ductive Cycle of the Rat. 

By P. L. PERLMAN and S. L. LeonarD. Proc. Soe. 
exp. Biol., N.Y., 66, 24-25, Oct., 1947. 9 refs. 


656. Effect of Interval Between Hypophysectomy 
and Injection of Gonadotrophin on Ovulation in the 
Rat. 

By R. K. Meyer, G. B. Tavpert, and W. H. 
McSuHan. Proc. Soc. exp. Biol., N.Y., 66, 566-567, 
Dec. 1947. 2 refs. 


657. Halogen-substituted Oestrogens Related to Tri- 
phenylethylene. 
By C. W. Emmens, /. Endocrinol,, 5, 170-173, 





July 1947. 9 refs. 

A series of hydroxy- and methoxy-tripheny! 
halogen-ethylenes has been examined for oestto- 
genic activity in ovariectomized mice. All of the 
compounds are oestrogens, with a higher potency 
when given directly into the vagina than when 
injected subcutaneously. Mono-hydroxy-membets 


of the series are potent oestrogens with subcu- f 


taneous M.E.D. [minimum effective dose] 4 


between 1.5 and 3.0 yg., and intravaginal M.E.D. & 


of between 0.01 and 0.001 wg. The dihydroxy 
compounds are very potent, almost equalling the 
most active synthetic compounds known, and att 
not prolonged in action. Methyl-substituted com- 
pounds resemble the corresponding diethylsti: 
boestrol mono- or di-methyl ethers in having cot 
siderably lower potency and a prolonged actiol 
after subcutaneous injection. [ Author’s summary. 


658. A Comparison of the Effects of Commercial 
Aqueous Corpus Luteum Solutions and the Presetva 
tive Chlorobutanol, on Uterine Motility in th 
Rabbit. 
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By G. M. Ritey. Amer. ]. Obstet. Gynec., 54, 
40-50, July, 1947. 11 figs., 17 refs. 

In this investigation commercial aqueous solu- 
tions of corpus luteum were submitted to experi- 
mental tests similar to those used to determine the 
effects of pure progesterone on uterine motility. 
The need for such a study is emphasized by the 
small amount of published data on the subject, in 
spite of the fact that claims have been made that 
aqueous corpus luteum extracts have proved effec- 
tive in the treatment of threatened and habitual 
abortions, 

The author undertook experiments both én vivo 
and in vitro and investigated the effect of three 
commercial solutions of aqueous corpus luteum 
(A.C.L.) on uterine motility in the rabbit. The 
preparations were of similar nature in that they 
represented the water-soluble extractives of corpus 
luteum tissue. They differed markedly from so- 
called ‘‘ progestin ’’ extracts, which are derived 
from lipoid extracts of corpus luteum and possess 
progestational activity. These A.C.L. solutions 
contained chlorobutanol as preservative, and the 
author therefore studied the response of the uterus 
to varying amounts of this substance. In his ex- 
periments with chlorobutanol alone he used aqueous 
solutions of 0.5 or 0.25 per cent. For the in vitro 
studies approximately half of a rabbit uterus was 
suspended in a bath containing 200 ml. of oxy- 
genated Ringer-Locke solution at a temperature of 
37.5°C. Rabbits with exteriorized cervices were 
prepared for the in vivo experiments, and records 
were made of the uterine motility by means of an 
intrauterine balloon attached to a suitable kymo- 
graph. 

Daily treatment with A.C.L. solutions for 4 to 
10 days had no significant effect upon the uterine 
motility of rabbits in vivo, but the uterus retained 
its characteristic response to pituitrin. Single intra- 
venous injections of A.C.L. solutions had a variable 
effect on uterine activity, but in the majority of 
instances (78.9 per cent of tests) motility was re- 
duced. When chlorobutanol alone was used a similar 
effect was observed in 86.4 per cent of the tests, but 
when aqueous solution of corpus luteum free from 
preservatives was used the uterus failed to respond 
in all cases. 

In view of these findings the suggestion is made 
that some of the effectiveness of commercial 
aqueous corpus luteum solutions in reducing uterine 
activity may be due to the chlorobutanol factor they 
contain rather than to some hitherto unrecognized 
property of corpus luteum. R. L. Hartley 


659. Local Action of Sex Hormones. 
By H. Speert. Physiol. Rev., 28, 23-50, Jan. 
1948. Bibliography. 


660. The Corpus Luteum Hormone. 
By G. F. Marrian. Edinb. med. J., 54, 611 
619, Nov.-Dec. 1947. 47 refs. 
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661. Urinary Excretion of Pregnandiol during 
Administration of Various Steroids. (L’eliminazione 
urinaria del pregnandiolo dopo carico con vari 
steroidi.) 

By L. Dacta Torre and C. PeEtosio. Fisiol. e 
Med.; 15, 387-392, 1947. 42 refs. 


662. Quantitative Determination of Pregnandiol in 
Urine. (Sulla determinazione qualitativa del pregnan- 
diolo nelle urine.) 

By C. Petosio and L. Datta Torre. 
Med., 15, 381-385, 1947. 9 refs. 


Fisiol. e 


663. Study of Endometrial Biopsy. 
al estudio de la biopsia endometrial.) 

By E. T. M. Fortun. Med. latina, 6, 297-325, 
Sept.—Dec., 1947. 13 figs., 53 refs. 


(Contribucién 


664. Menstrual Toxin. I. Experimental Studies. 

By O. W. Situ. Amer. ]. Obstet. Gynec., 54, 
201-211, Aug. 1947. 19 refs. 

In a search for a factor, other than oestrogen 
withdrawal, as the cause of the onset of menstrua- 
tion, the author has looked jor toxic factors in the 
menstrual discharge. In previous work it has been 
shown that a euglobulin fraction from ‘‘ men- 
strual serum’’ and from endometrial shreds was 
lethal to rats. This substance has an effect similar 
to that obtained with pleural fluids from rats 
previously injected intrapleurally with turpentine. 
By immunological methods these two substances 
were found to be practically identical. 

In her recent work the author has demonstrated 
that the circulating blood of menstruating women 
and of patients with late pregnancy toxaemia con- 
tains similar toxic euglobulins with a fibrinolytic 
effect. Positive results were also obtained from 
patients after long labours and from the arterial, 
but not from the venous blood of the newborn 
infant. The pseudoglobulin fraction from foetal 
arterial blood contained an antibody which pro- 
tected rats against injections of menstrual toxin. 
The richest source of this pseudoglobulin protective 
factor is human plueral or ascitic fluid. The pseudo- 
globulin from such fluids has been injected intra- 
muscularly into patients with pre-eclampsia (see 
Abstract 698). Finally, injections of menstrual 
toxin in varying amounts caused release of gonado- 
trophic and adrenotrophic hormones from the 
pituitary. Braithwaile Rickford 


665. Discussion on Some Recent Developments in 
Knowledge of the Physiology of the Breast. 

By S. Encet, S. K. Kon, E. H. Mawson, and 
S. J. Fotrtey. Proc. R. Soc. Med., 40, 899-906, 
Dec. 1947. 9 refs. 


666. The Release of Hyaluronidase from Sperma- 
tozoa. 

By G. I. M. Swver. Biochem. ]., 41, 413-417, 
1947. 1 fig., 9 refs. 
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667. The Hyaluronidase Content of Semen. 
By G. I. M. Swyer. Biochem. J., 41, 409-413, 
1947. 4 figs., 23 refs. 


PREGNANCY. 


668. Basal Body Temperature Throughout Preg- 
nancy. A Report upon two Patients. 
By E. J. Farris. Hum. Fertil., 12, 106-109, 
Dec. 1947. 2 figs., 2 refs. 


669. The Tone of the Ureter in Pregnancy. (Der 
Schwangerschaftsureter als Tonusproblem in Rahmen 
der hormonalen Vorgainge am Urogenitalsystem.) 

By K. StuERMER. Zbl. Gynik., 69, 460-484, 
1947. Bibliography. 

This long and detailed monograph critically dis- 
cusses the problem of variation in tone of the 
ureter in pregnancy in the light of animal experi- 
ments and the known effects of pituitary and 
ovarian hormones. The actions on the genital as 
distinct from the urinary system are compared and 
the arguments for and against the presence 
of obstructive lesions are considered. The author 
concludes that the diminution in tone and dilatation 
of the ureters in pregnancy are the result of the 
action of follicular and corpus luteum hormones. 
The same hormones alone or in combination cause 
a lowering in tone of the musculature of the ureter. 
The author further suggests that the ovarian hor- 
mones affect the tone, and the posterior pituitary 
the contractility, of the hollow organs of the genito- 
urinary system. E. D. Grasby 

670. The Liver 
embarazo. ) 

By A. ALvaREz Bravo. 
2, 421-432, Dec. 31, 1947. 


and Pregnancy. (Higado y 


Ginec. Obstet. Méx., 


671. Cyclical Processes in Pregnancy. (Zyklische 
Vorgiinge in der Schwangerschaft.) 
By H. Hosemann. Arztl. Wschr., 1/2, 1025- 


1029, Nov. 15, 1947. 4 figs., 18 refs. 


672. The Effect of Iodine Therapy on the Blood 
Iodine and Basal Metabolic Rate during Pregnancy. 

By F. B. Zener, N. A. Davin, and N. H. 
Puatak. West. J. Surg. Obstet. Gynec., 55, 375- 
382, July 1947. 1 fig., 43 refs. 

This paper summarizes the changes in the thyroid 
gland during pregnancy, and reviews the literature 
on the subject of iodine therapy in pregnancy. To 
investigate the effects of iodine on the basal meta- 
bolic rate (B.M.R.) and the blood iodine levels of 
mother and foetus a series of 24 cases was studied, 
with a group of 61 controls. From the results 
obtained the authors show: (1) that the blood 
iodine level rises early in pregnancy, and remains 
high until 6 weeks after delivery; (2) that the 
B.M.R. rises concurrently with the blood iodine 
level; (3) that the administration of iodine (0.03 g. 


daily) limits the rise in B.M.R., or increases the 
rise if it is abnormally low; (4) that the B.M.R. and 
blood iodine level are inversely related, so that 
when the latter rises the former falls. Investigation 
of the iodine levels in the maternal and foetal (cord) 
blood at term in 47 cases—12 treated with iodine 
and 35 controls—showed that the foetal blood 
iodine level did not rise with the maternal but 
was about the same as that found in the average 
non-pregnant adult; from this it is concluded that 
the placenta limits the amount of iodine passed to 
the foetus. 

The authors believe that the rise in B.M.R. and 
the thyroid hyperplasia during pregnancy are due 
to stimulation of the thyroid by insufficient iodine 
intake, the demands for this substance during 
pregnancy being higher than normal. 

Margaret Puxon 


673. The Distribution of Alkaline Phosphatase in 
the Pregnant Uterus of the Rat. 

By J. J. Pritcnarp. J. Anat., Lond., 81, 352- 
364, Oct. 1947. 19 figs., 37 refs. 


674. Influence of the Time of Day on the Visual 
Field in Pregnancy. (Tageszeitlicher Einfluss bei 
Gesichtfeldmessungen an Schwangeren.) 

By E. G. A. VAN BEUNINGEN. Zbl. Gynik., 69, 
787-791, 1947. 14 refs. 


675. Serum Proteins in Pregnancy. 
serumeiwitten in de zwangerschap.) 

By G. A. LinpEBoom. Belg. Tijdschr. Geneesk., 
4, 51-65, Jan. 15, 1948. 109 refs. 


676. Carbonic Anhydrase in the Blood in the New- 
born, in Pregnancy, and in the Puerperium. [In 
Russian. ] 

By E. Z. Rasinovicu. Akush. Ginec., 6, 37-42; 
1947. 


677. Influence of Alpha Tocopherol on Implantation 
in Old Rats. 

By H. Kaunitz and C. A. Stanetz. Proc, Soc. 
exp. Biol., N.Y., 66, 334-337, Nov. 1947. 8 refs. 


(Over de 


678. Vitamin E Metabolic Exchanges between the 
Placenta and the Foetus. (Vitamin-E-Stoffwechsel 
zwischen Placenta und Fetus.) 

By G. Atuanassiu. Klin. Wschr., 24/25, 362- 
364, Mar. 15,.1947. 15 refs. 

The tocopherol content of the mothers’ serum, 
the placenta, and the venous and arterial umbilical 
blood has been determined by the method of 
Emmerie and Engel (Rec. Trav. chim. Pays-Bas, 
1939, 58, 283) in 6 normal pregnancies at term. 
With two exceptions, when the maternal serum 
was high (180 to 200 wg. per 100 ml. serum) the 
venous umbilical blood value was always higher 
than that of the maternal blood and three to four 
times higher than that of arterial umbilical blood. 
The placental content varied from 560 to 1,070 p8: 
per 100 g. C.C. N. Vass 
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679. Transplacental Exchange of Substances. 
(Ueber den diaplacentaren Stoffaustausch.) 

By W. NEuwEILER. Schweiz. med. Wschr., 78, 
53-50, Jan. 24, 1948. 5 figs, 24 refs. 


680. Metabolism of Arginine in the Human Placenta. 
(Metabolismo della arginina nella placenta umana.) 

By C. TARANTINO and F. PasQuINELLI. Speri- 
mentale, 98, 578-589, Dec. 1947. 19 refs. 


681. Influence of Placental Tissue on Embryonic 
Development. (Der Einfluss der Placenta auf die 
embryonale Entwicklung.) 

By A. BANGERTER, F. Lupwice, and J. v. RIEs. 
Schweiz. med. Wschr., 78, 37-38, Dec. 1947. 3 
figs. 


682. Intrauterine Foetal Development with Pro- 
longation of Pregnancy. (Die intrauterine Kindsen- 
twicklung bei verlangerter Tragzeit.) 

By K. Sort. Geburtsh. u. Frauenheilk., 7, 134- 
146, Dec. 1947. 4 figs., 13 refs. 


683. The Technique of Fetal Electrocardiography. 

By S.H. BLonpuHEIM. Amer. Heart J., 34, 35-49, 
July 1947. 5 figs., 44 refs. 

Human foetal electrocardiography has been 
achieved in the later half of pregnancy by using an 
electroencephalograph; at or near term the standard 
electrocardiograph may give satisfactory records. 
This procedure may occasionally be useful as an aid 
to deciding whether the foetus is alive or not. 

H. E. Holling 


684. The Foetal Serum Calcium at the Different 
Epochs of Intrauterine Life. (La sierocalcemia fetale 
alle varie epoche di vita intrauterina.) 

By P. Miretto and M. Geri. Arch. Ostet. 
Ginec., 52, 300-303, Sept.—Oct., 1947. 12 refs. 


685. How much Liquor Amnii does the Foetus ingest 
in utero? (Wieviel trinkt das Kind im Mutterleib?) 

By K. Piaszex. Zbl. Gynik., 69, 577-583, 1947. 

An approximate assessment of the amount 
of liquor amnii ingested by the foetus at various 
stages of pregnancy was made by simple micro- 
scopical examination of the amount of lanugo 
present in various sections of the gut of dead 
foetuses, and by a quantitative comparison of the 
figures obtained with the lanugo content of liquor 
amnii. So great were the variations in the latter 
~~ the degree of accuracy of the calculations must 

e low. 

Lanugo was first demonstrated in the small intes- 
tine at the fourth month, and the amount ingested 
was trivial until the eighth month. At this period 
an enormous increase in the intake was demon- 
strable and it is calculated that the average foetus 
ingests 1 to 2 litres of liquor amnii before birth. 
Two types of distribution in the gut were found: 
(1) a “‘ normal ’’ type with the greater quantity of 
lanugo in the lower parts of the large intestine, 
where death had been slow; (2) an ‘‘ abnormal ”’ 
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type with preponderance of lanugo in the stomach 
and jejunum, where death had been rapid. In the 
latter it is presumed that foetal asphyxia led to 
rapid intake of liquor amnii before death. 

S. S. B. Gilder 


686. Ovarian Hyperemia in the Immature Rat as 
a Pregnancy Test in Equids. 

By J. R. VaLtte. Proc. Soc. exp. Biol., N.Y., 
66, 352-354, Nov. 1947. 7 refs, 


687. Differential Diagnosis of Uterine Pregnancy 
and Fibroid with Red Degeneration. (Diagndstico 
diferencial entre gravidez uterina e fibromioma 
uterino com degeneracgéao vermelha.) 

By G. De Oriverra. Rev. Ginec. Obstet., 2, 
809-819, Nov. 1947. 2 figs. 


688. Reproduction and Lactation in the Rat on 
Highly Purified Diets. 

By S. J. Fottey, K. M. Henry, and S. K. Kon. 
Brit. J. Nutrit., 1, 39-53, Sept. 1947. 30 refs. 

Five generations of rats were fed on a diet of 
purified casein, sucrose, fat, salts, and solutions of 
vitamins, not including biotin and folic acid. 
Reproduction and lactation deteriorated with each 
succeeding generation and growth was subnormal. 
No improvement followed the addition of cystine, 
arginine, histidine, and purified folic acid and 
biotin. Addition of a small amount of fresh milk, 
of whole liver extract, or of a biotin concentrate 
to the basal diet led to a slight improvement. When 
fresh liver was added to the basal diet reproduction, 
lactation, and growth became approximately 
normal. J. R. Marrack 


689. The Effect of Adverse Nutrition on Birth 
Weight during the Years 1938-46. (Die Beeinflussung 
des Geburtsgewichts durch schlechte Ernahrungsver- 
haltnisse wahrend des Krieges und der Nachkriegsjahre 
von 1938-1946.) 

By R. Gikse and K. Kayser. Zbl. Gynik., 69, 
583-587, 1947. 1 fig., 5 refs. 

A study of the birth-weights of over 9,600 babies 
born in an Erfurt clinic from 1938 to 1946 revealed 
a sharp fall in the average weight from 1942 on- 
wards. The average weight has now sunk by 232 g. 
from 3,267 g. in 1938 to 3,035 g. in 1946. 

_ §.S. B. Gilder 


690. The Problem of Vitamin Deficiency in Preg- 
nancy. (Das Problem des Vitaminmangels wahrend 
der Schwangerschaft.) 

By E. Barczi. Klin. Med. Wien, 3, 27-32, Jan. 1, 
1948. 11 refs, 


691. Plasma Vitamin A Levels in Pregnancy: 
Relationship to the Total Plasma Lipids. 

By D. CavEr, V. CRESCENZO, and S. Copy. Amer. 
J. Obstet. Gynec., 54, 259-265, Aug., 1947. 1 fig., 
11 refs. 
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This investigation was carried out for two 
reasons: (1) to assess clinically vitamin-A defici- 
ency in the normal gravid woman, and (2) to study 
the relation of vitamin-A levels of the plasma to 
the total blood lipids. Repeated observations were 
therefore carried out on a group of unselected 
pregnant women “‘ in the upper and middle econo- 
mic brackets’’. None of the patients investigated 
was receiving vitamin supplements. Determina- 
tions of the lipid and vitamin-A content of the 
blood were made during each trimester and once 
in the postpartum period. The total lipids were 
extracted from the plasma with alcohol-ether and 
chloroform, while the photocolorimeter was used 
to determine vitamin-A level. 

In the first trimester 16 patients were studied. 
The mean plasma vitamin-A level was 106 1.U., and 
the mean total lipid 607 mg. per 100 ml. In the 
second trimester 19 patients were studied. The 
mean vitamin-A level was 123 I.U., while the total 
lipids averaged 760 mg. per 100 ml. The majority 
of patients in the third trimester were at the 36th 
week. Vitamin-A values then had a mean of 10z 
1.U., and 80 per cent of the fluctuating lipid values 
lay between 600 and 950 mg. per 100 ml., the mean 
being 601 mg. per 1oo ml. After delivery 16 
patients were examined; the plasma vitamin-A and 
total lipid levels had risen again, the latter reaching 
a mean of 843 mg. per 100 ml. The mean vitamin-A 
level was r1o [.U. 

These results revealed no vitamin-A deficiency 
in any of the women studied. The authors think 
that the range accepted as normal for the levels of 
vitamin A in the plasma is too high, and that 
nutrition and storage are satisfactory at lower 
plasma levels. It appeared that the levels of 
vitamin A in the plasma were directly related to 
the nutritional state of the individual. There was 
hyperlipaemia during pregnancy and the highest 
level of total plasma lipids occurred in the 
puerperium. Those patients with most marked 
hyperlipaemia also showed the highest levels of 
vitamin A. G. Gordon Lennon 


692. A Comparison of Vitamin C in Mothers and 
their Premature Newborn Infants. 

By L. B. Stopopy, R. A. BENson, and J. 
MestTERN. J. Pediat., 31, 333-337, Sept. 1947. 14 
refs. 

A previous report by the authors showed that 
full-time babies had a higher vitamin-C tissue con- 
centration than their mothers. The purpose of 
the present study was to compare the mother’s 
vitamin-C content with that of her premature 
infant. This was done by the intradermal dye test 
performed as soon as possible after the infant’s 
birth. No difference was found between the 
vitamin-C levels of premature and of full-time 
babies. Even when the mother was depleted of 
vitamin C the premature infants had a good con- 
centration. The need for early administration of 
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vitamin C to premature babies is stressed, and a 

daily dose of 50 mg., started in the first week, was 

found to give satisfactory tissue concentration. 
A. G. Watkins 


693. Aetiology of Toxaemia in Pregnancy. (Gravidj- 
tetstoxemiens etiologi.) 

By S. GaGner, R. Gruss, and S. Sjépstenr, 
Nord. Med., 37, 105-108, Jan. 1948. 18 refs. 


694. The Heart in Toxaemia of Pregnancy. 

By P. Szekery and L. Snaitu. Brit. Heart. J., 
9, 128-137, April 1947. 5 figs., 22 refs. 

Cardiological examinations were made in 19 
unselected cases of toxaemia of pregnancy. Seven 
of them showed evidence of cardiac disorder, 2 
exhibited clinical changes only, 4 electrocardio- 
graphic changes only, and 1 showed both. The 
thesis is put forward that myocardial damage is a 
common feature of toxaemia of pregnancy. 

H. E. Holling 


695. Chronic Hypertension and Pregnancy. 

By F. J. Browne. Brit. med. J., 2, 283-287, 
Aug. 23, 1947. 13 refs. 

Until recently, in toxaemia of pregnancy, the 
chief objects of study were the albuminuria and the 
renal lesion. Later work has laid greater emphasis 
on the vascular lesion. In the present discussion 
the author does not consider the cause of hyper- 
tension but deals with pregnancy as it occurs in the 
woman who is the subject of chronic hypertension. 

Since 1940 he has adopted the standard for 
normal blood-pressure of 120/80 mm. Hg. He 
quotes evidence from American authors in support 
of this view. The standard usually adopted by 
obstetricians—140/90 mm. Hg—he considers too 
high. Several of his own cases of chronic hyper- 
tension and pregnancy had blood-pressures below 
140/90 mm. when pregnancy began. He deplores 
also the practice in antenatal clinics of disregarding 
the blood-pressure at the first examination if it is 


- found to be high. He believes that this figure is 


significant and should be recorded, even if a lower 
reading is obtained after rest. The blood-pressure 
of the normal pregnant woman does not rise with 
nervousness; if it does, she either has hypertension 
or may develop it. 

Diagnosis depends on finding a raised blood- 
pressure before the twentieth week of pregnancy. 
If the patient is not seen until after the twentieth 
week and her history is not known, classification 
is impossible. A familial tendency to hypertension 
is a feature of this condition, as is shown by the 
high incidence of hypertension in the blood 
relations of these patients. No such {familial 
tendency is found in sufferers from pre-eclamptic 
toxaemia. 

The average age of pregnant women with chronic 
hyptertension is higher than the average for all 
pregnant women. Other clinical features are that 


these patients usually feel well, they have no 
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albuminuria and oedema, and the renal function 
tests are normal. A previous pregnancy may have 
ended in stillbirth or abortion. In a proportion of 
cases a fall in blood-pressure takes place during the 
second trimester of pregnancy, but there is a 
tendency for a rise to occur in the later weeks. This 
happens in 50 to 60 per cent of patients. 

If and when the systolic blood-pressure reaches 
160 nm. Hg, albuminuria is apt to appear with, or 
be followed by, oedema. This albuminuria is prob- 
ably caused by spasm of the afferent arterioles of 
the renal glomeruli. At the same time, the foetus 
may die in utero from concealed accidental haemor- 
thage. In such cases pre-eclamptic toxaemia is 
superimposed on chronic hypertension. Albumin- 
uria, which develops in about 15 per cent of cases, 
is associated with a foetal mortality of almost 18 
per cent. 


In the more severe cases the question of terminat- 
ing pregnancy will arise. This should be done if at 
the beginning of pregnancy one of the following 
conditions is present: deficient renal function, 
retinal arteriosclerosis, exudates, papilloedema, 
or persistent albuminuria. In cases where the 
decision is difficult, the response of the patient to 
rest will decide. If pregnancy is to be allowed to 
continue, rest is the most important factor in 
treatment. The patient should stay in bed, pre- 
ferably in hospital, if the systolic blood-pressure 
exceeds 150 mm. Hg. With simple measures of 
treatment the great majority of women with chronic 
hypertension go uneventfully to term, especially 
those in whom the blood-pressure at the start of 
pregnancy is below 150/100. Spontaneous delivery 
may be allowed in cases where there is no break- 
down. If albuminuria develops, pregnancy should 
be terminated as soon as the foetus is viable, though 
if possible not before the end of the thirty-seventh 
week, owing to the tendency of the foetus to die 
inutero, Caesarean section may be the best method 
of delivery, though the results are often disappoint- 
ing. Surgical induction of labour with episiotomy 
to prevent delay of the head on the perineum may 
be preferable. 


The prognosis for the child depends on the blood- 
pressure in the early months of pregnancy. In the 
whole series foetal mortality was 9.2 per cent, but 
in cases where the blood-pressure exceeded 150/ 100 
mm. in the early months it was 63.6 per cent. In 
every case where the foetus died in utero the blood- 
pressure had not fallen in the second three months 
of pregnancy. The immediate prognosis for the 
mother is illustrated by 2 series of cases. In the 
first, of 222 patients, there were 2 deaths, and in 
the second, of 194 cases, there were also 2 maternal 
deaths, but neither could be attributed to the 
hypertension. The incidence of eclampsia in hyper- 
tensive patients is 10 times that in normal women, 
and the incidence of pre-eclamptic toxaemia is 
creased 7 times. The remote prognosis for the 
mother was studied by the results of a prolonged 
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follow-up and by comparing the levels of blood- 
pressure in nulliparous and parous women. The 
author concludes, that provided the patient 
survives the immediate risks of pregnancy, there is 
no evidence that hypertension is permanently 
aggravated by pregnancy. Josephine Barnes 


696. Recent Observations on Toxaemias of Preg- 
nancy: Biological Properties of the Blood Serum in 
Toxaemias of Pregnancy. (Nuove acquisizioni in tema 
di intossicazione gravidica. (Contributo allo studio 
delle propieta biologiche del siero di sangue nel corso 
della intossicazione gravidica.) ) 

By M. Tortora. Arch. Ostet. Ginec., 52, 
262-271, Sept.—Oct. 1947. 1 fig., 26 refs. 


697. Internal Secretions of Toxemia of Late Preg- 
nancy. 

By G. Van S. SMITH and O. W. Situ. Physiol. 
Rev., 28, 1-22, Jan. 1948. Bibliography. 


698. Menstrual Toxin. II. Clinical Significance. 

By G. V. S. SmitH. Amer. J. Obstet. Gynec., 
54, 212-218, Aug. 1947. 4 refs. 

The author believes that various symptoms some- 
times associated with menstruation may theoreti- 
cally be produced by absorption of menstrual toxin. 
Six cases of toxaemia of pregnancy which had been 
treated for some time and in which no further 
improvement was to be expected were given injec- 
tions of pseudoglobulin believed to contain antibody 
to menstrual toxin. In all patients the albuminuria 
decreased, and there was a loss of weight and a 
fall in blood-pressure. Braithwaite Rickford 


699. Bilateral Cystic Kidneys and Eclampsia. 
(Doppelseitige Zystenniere und Eklampsie.) 

By H. Dorr. Geburtsh. u. Frauenheilk., 8, 
216-221, Jan. 1948. 3 figs., 5 refs. 


700. Renal Affections of Pregnancy. 
gravidicas. ) 

By J. Leon. Rev. Med. Cienc. af., 9, 530-539, 
Sept. 1947. 8 figs. 


(Nefropatias 


701. Diagnostic and Prognostic Value of the 


‘* Stalagmometric Quotient’? of the Urine in 
Toxaemias of Pregnancy. (Valore diagnostico e 
prognostico del ‘‘quoziente stalagmometrico ”’ 


urinario nelle tossicosi gravidiche.) 
By R. Canpipo and R. Piccoit. Arch. Ostet. 
Ginec., 52, 304-313, Sept.-Oct. 1947. 12 refs. 


702. Present Status of Treatment of Eclampsia. 
(Der derzeitige Stand der Eklampsiebekampfung. ) 

By T. HEYNEMANN. Geburtsh. u. Frauenheilk., 
7, 61-65, Nov. 1947. 


703. The Conservative Treatment of Eclampsia with 
Emphasis on the Stroganoff Method. 

By K. M. Witson. N.Y. St. J. Med., 48, 79-81, 
Jan. 1, 1948. 3 refs. 
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704. Management of Late Toxaemias of Pregnancy. 
By J. L. MacArtuur. Canad. med. Ass. ]., 58, 
35-37, Jan. 1948. 


705. Hyperemesis Gravidarum. (Hiperemesis gravi- 
dica.) 

By J. Brazan and R. Dusrovsky. Prensa méd. 
argent., 34, 1427-1431, Aug. I, 1947. 

A series of cases of severe vomiting of pregnancy 
treated according to the views and technique of 
Ramos of Buenos Aires is reviewed. The authors 
believe that no woman should die of hyperemesis 
gravidarum, and that with early and suitable treat- 
ment no patient should require to have pregnancy 
terminated. Great stress is laid on the psychological 
aspects of treatment. The patient is admitted to a 
special room with subdued lighting, the walls and 
windows of the room being painted blue. The 
nursing staff and doctor must display confidence in 
the certainty of cure, and pay great attention to 
the details of treatment. No visitors are allowed 
in the first twenty-four hours, and the patient is 
given glucose and bicarbonate solution subcutane- 
ously and by rectum, together with 15 to 20 units 
or more of insulin, phenobarbitone in doses of 0.1 
to 0.2 g., suprarenal extract, hypertonic saline 
intravenously, and ice to moisten the mouth. In 
favourable cases these measures and the psycho- 
logical treatment are continued while oral fluids are 
begun, and in two weeks the patient may be cured. 

In those cases in which vomiting recurs, the 
patient is given 2 to 3 g. of choral hydrate in a 
milk and egg mixture by rectum after an enema, 
and she is told that she is receiving nourishment 
this way. As drowsiness comes on, she is fed by 
mouth with spoonfuls of a bread soup. This is 
carried out twice daily for as long as is necessary 
and is very effective, the diet being gradually 
increased. Additional methods of treatment include 
intravenous magnesium sulphate in doses of 1 to 2 
ml. of 50 per cent solution diluted in 20 ml. of 
hypertonic glucose, and the administration of vita- 
min C, hepatic extract, corpus luteum, and preg- 
nancy serum and the husband’s blood. 

Between 1928 and 1945, 130 cases of severe 
vomiting have been treated, of which 64.61 per cent 
were in primigravidae; 82.3 per cent of the patients 
were in the first three months of pregnancy. Several 
patients had undergone repeated inductions of 
abortion for hyperemesis. Among this series there 
were no deaths and no inductions of abortion, ex- 
cept in one case; this patient was admitted in the 
grave third stage described by Dubois, with poly- 
neuritis, dehydration, and acidosis, and died after 
an attempt to induce abortion. In such neglected 
cases it is considered that no treatment is of any 
avail. Bryan Williams 


706. Intra-abdominal 
nancy. 

By A. F. Lee. Amer. J. Surg., 74, 867-868, Dec. 
1947. 3 refs. 


Hemorrhage during Preg- 
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707. Re-infusion of Own Blood in Intraperitoneal 
Haemorrhage, Especially in Extrauterine Pregnancy. 
(De reinfusie van eigen bloed bij bloedingen in de 
buikholte, in het bijzonder bij extra-uterine gravide- 
teit.) 

By P J. Hoepemaker. Ned. Tijdschr. Geneesk., 
91, 3619-3621, Dec. 13, 1947. 6 refs. 


708. Accidental Haemorrhage. 
By G. F. Gripperp. Canad. med. Ass. J., 58, 
53-57, Jan. 1948. 


70g. Central Placenta Praevia with Premature 
Rupture of Membranes. 

By W.G. Mitts. Brit. med. J., 1, 500, March 
13, 1948. 


710. Analysis of 920 Cases of Abortion seen in 20 
Months. (Réflexions sur 920 cas d’avortements 
observés en 20 mois.) 

By L. Groanni. Gynécologie, 44, 141-173, May- 
June 1947. 

The author analyzes 920 cases of abortion 
observed over a period of twenty months in various 
circumstances—in some abortion had occurred; in 
others a threatened abortion ended in expulsion of 
the uterine contents. In only a few was a retained 
dead ovum expelled. The cases are analyzed from 
the aetiological (this is dominated by the suggestion 
of interference with the pregnancy) and clinical 
points of view. 

In considering aetiology the cases are divided into 
two groups. In 861 there was no suggestion of inter- 
ference. In some of these there was a definite cause, 
such as syphilis, malformation of the uterus, 
toxaemia of pregnancy, fibroids, or displacement 
of the uterus. One case of abortion was caused by 
an attack of malaria. In the majority of cases no 
aetiological factor was discovered, though in a 
number interference was suspected. 

In 59 cases there was definite evidence of inter- 
ference, which was either admitted by the patient 
or shown by traumatic lesions of the genital tract. 
The methods used could be classified under six 
headings: external trauma, dilatation of the cervix 
by tents and dilators, introduction of foreign bodies 
into the uterus, puncture of the membranes and 
the introduction of fluid into the embryonic sac, 
ingestion of substances with supposed abortifacient 
properties, and intrauterine injection of various 
substances, mainly soap, in different forms. 

In 49 cases intrauterine injection was used, 
mostly of solutions of soap. Various accidents 
followed, including failure to enter the uterus, 
peritonitis if the solution entered the Fallopian 
tubes, emboli of air or fat globules, haemolysis of 
the maternal blood, necrosis of the uterus by caustic 
solutions, and infection of the genital tract. Two 


special complications were observed—infarction of 
the uterus and hepato-renal damage. Observations 
show that intrauterine injections, especially of soap 
solutions, are particularly dangerous. 
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From the clinical standpoint cases are divided 
into three groups: uncomplicated cases, cases with 
mild complications, and cases with serious complica- 
tions. In 861 cases where there was no suspicion of 
interference 799 were uncomplicated, 55 had mild 
complications, and 7 had serious complications. 
The author concludes that in all cases with mild 
complications where there is no rise of temperature 
curettage can and should be performed asa routine, 
except where it is certain that the embryo has been 
completely expelled. In cases with fever, however, 
it seems that curettage is by no means safe. The 
author believes that, unless haemorrhage is severe, 
it is better to postpone curettage until all signs of 
sepsis have subsided. 

In 66 cases where there was evidence of inter- 
ference, 37 were uncomplicated, while in 11 there 
were mild complications, including 3 cases of acute 
salpingo-odphoritis and 2 of pelvic peritonitis. 
There was 1 case of temporary blindness following 
ingestion of quinine. Serious complications were 
present in 18 cases, and 7 of these patients died. 
Among the serious complications are included 2 
cases of septicaemia, 1 of tetanus, 2 of embolism, 
2 of peritonitis, 2 with hepato-renal toxaemia, 1 
serious case of uterine perforation, and 6 cases of 
pyaemia. One case of probable anaerobic septi- 
caemia is described in detail. The author concludes 
that in the treatment of post-abortal septicaemia 
hysterectomy is probably useless unless performed 
in the very early stages. He favours the administra- 
tion of very large doses of penicillin. Two cases of 
cerebral embolism, both with recovery, are des- 
cribed. In both, coma and convulsions appeared 
immediately after an injection. Of 2 cases of peri- 
tonitis, 1 was treated by abdominal drainage while 
the second responded to sulphonamides and ice 
packs to the abdomen. 

In conclusion the author emphasizes the impor- 
tant part played by interference in the causation of 
abortion, even in cases where no definite evidence 
is found. He also remarks that in 65 per cent of 
cases where interference had occurred the subse- 
quent course was uncomplicated. He gives figures 
for the mortality rate from various authorities. 
These vary from g to 1 per cent. In his own series 
the mortality rate was 0.7 per cent. He also gives 
figures for morbidity in complicated and uncompli- 
cated cases. 

[This is a thoughtful and comprehensive account 
of a serious problem. One inevitable criticism is the 
lack of bacteriological control in cases of septic abor- 
tion. The author mentions blood culture in cases 
of septicaemia and pyaemia, but no attempt seems 
to have been made to determine the infecting 
organism by the much simpler means of taking 
culture directly from the genital tract. The author 
tightly emphasizes the value of penicillin in this 
type of case, and mentions the fact that cases of 
infection with Bacterium coli do not respond to 
Penicillin. But he describes the use of enormous 
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doses of penicillin and deplores the fact that he had 
not access to larger supplies, without having made 
any attempt to discover whether the infecting 
organism was penicillin-sensitive. | 

Josephine Barnes 


711. Does Rh-Isoimmunization Cause Early Abor- 
tion? 

By E. W. Overstreet, H. F. Traut, M. Hunt, 
and S. P. Lucta. Amer. J. Obstet. Gynec., 54, 
235-241, Aug. 1947. 13 refs. 

“‘ Early abortion ’’ is here defined as termination 
of pregnancy before 20 weeks. An analysis is made 
of 1,038 pregnancies occurring in 226 Rh-negative 
mothers in hospital practice and 286 Rh-negative 
patients in private practice. The control series 
consisted of 1,129 pregnancies in 237 Rh-positive 
mothers from the same hospital clinic and 297 
Rh-positive mothers from the same private practice. 
All the Rh-negative patients from both sources were 
included and a comparable number of Rh-positive 
patients were selected from both sources by a purely 
alphabetical random choice. As the data on the Rh 
status of the husbands were incomplete, Rh negative 
mothers with Rh-negative husbands are included in 
the series. The abortion rate for the 1,129 preg- 
nancies in Rh-positive mothers was 15.2 per cent 
compared with 12.5 per cent in the 1,038 preg- 
nancies in Rh-negative mothers, the difference in 
rate not being statistically significant. In 1,046 
first pregnancies the abortion rates in Rh-positive 
and Rh-negative mothers were 12.2 and 10.9 per 
cent respectively. In 1,121 multigravid pregnancies 
they were respectively 17.8 and 13.9 percent. The 
abortion rate was also calculated in Rh-negative 
mothers who had borne at least one child with 
haemolytic disease of the newborn and therefore 
demonstrated their ability to form antibodies. Of 
these there were 135, and among them the abortion 
rate was 14.1 per cent. This should be compared 
with the abortion rate of 15.2 per cent in Rh-posi- 
tive mothers. 

The authors conclude that there is no evidence 
that Rh iso-immunization causes early abortion 
(before the twentieth week). It has been shown 
that maternal antibodies must be produced for 
about ten weeks before clinically appreciable foetal 
damage occurs, and it is probable that several 
weeks more than this might be required before the 
damage is extensive enough to result in expulsion 
of the ovum. F. J, Browne 


712. The Dangers Attending the Legal Termination 
of Pregnancy. (Om risker vid legalt avbrytande av 
havandeskap. ) 

By R. FEeniGeR and P. WETTERDAL. Nord. Med., 
35, 1538-1540, July 18, 1947. 22 refs. f 

The authors quote official Swedish statistics to 
the effect that 3,800 operations for the termination 
of pregnancy were performed in Sweden between 
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1939 and 1944. There were 19 deaths as a result 
of operation—a mortality rate of 0.5 per cent. At 
Sabbatsbergs Hospital the corresponding figures for 
the period 1936-45 were 232 and o. The total 
number of cases in which complications of some 
kind occurred was 306 (8.1 per cent), distributed as 
follows: fever, 109; severe haemorrhage, 30; throm- 
bosis, 28; pulmonary embolism, 19; bronchopneu- 
monia, 15; haematoma, 12; wound infection, 23; 
ileus, 1; perforation, 5; salpingitis or parametritis, 
7; and other conditions, 20 (including 6 psychoses). 
The authors point out that these statistics apply 
only to the immediate consequences of the opera- 
tion, and that there exist practically no statistics 
covering the later complications. They therefore 
report on their own series of 232 patients, 1 of whom 
died of the cardiac failure which had necessitated 
the operation. In this series the following 
immediate complications occurred: perforation of 
the uterus, 2; fever, 1; pulmonary embolism, 1. In 
a follow-up study of 204 cases it was found that 21 
had died—19 of pulmonary tuberculosis and 2 of 
heart disease. Among the remaining 183, menstrua- 
tion was unchanged by the operation in 98 cases: 
in 1 case there has been occasional amenorrhoea; in 
7, oligomenorrhoea; in 10, menorrhagia; and in 16, 
dysmenorrhoea. Of the 102 patients who were not 
sterilized at the time of the operation, 49 have 
avoided another pregnancy. Of the 53 who desired 
children, 3 or 5 per cent have become sterile, 1 has 
been sterile for five years but is now pregnant, and 
in 8 the interval is too short to judge whether or 
not they are sterile. Forty-two, or 77 per cent, have 
become pregnant, and in 3 of these spontaneous 
abortion has occurred. In 6 the pregnancy has 
again been terminated. No extrauterine preg- 
nancies have taken place. Of the 25 deliveries, 22 
have been normal and 1 premature. Thrombosis 
developed in 1 case, and fever several weeks post- 
partum in another. Fifteen patients state that their 
libido and capacity for orgasm have been reduced. 
In 2 cases dyspareunia has developed. Of the series, 
137 patients have declared themselves satisfied with 
the results of the operation; 19 have regretted it. 
B. Nordin 


713. Psychiatric Indications for Termination of 
Pregnancy.. (Zur psychiatrischen Indikation der 
Schwangerschaftsunterbrechung. ) 

By A. Graus. Schweiz. med. Wschr., 78, 97-101, 
Feb. 7, 1948. 


714. The Problem of Febrile Abortion. (Kritisches 
zum Problem des fieberhaften Abortes.) 


By W. BenTHIN. Zb/1. Gynik., 69, 796-801, 1947. 


715. The Clinical Picture of Intoxication with Soap 
Solution after Intrauterine Injection. (Zum Krank- 
heitsbild der Seifenwasserintoxikation nach  in- 
trauteriner Injektion. ) 

By O. T. MoELL. Zbl. Gyndk., 69, 824-831, 1947. 
32 refs. 


716. The Radiological Diagnosis of Intrauterine 
Foetal Death. (Zur Réntgendiagnose des intrauterinen 
Fruchttodes. ) 

By H. DeEvEL. Schweiz. med. Wschr., 77, 1003- 
1005, Sept. 13, 1947. 4 figs., 5 refs. 

When the foetus dies in utero, the scalp gradually 
separates from the skull. Hence, a relatively radio- 
translucent fatty layer comes to lie at a distance 
from the bone and the appearance of a halo around 
the foetal head can be observed in radiographs; 
four examples of such radiographs are reproduced 
in the article. S.S. B. Gilder 


717. Management of Postabortal Peritonitis. 

By H.C. FatkandG. Biinick. Amer. J]. Obstet. 
Gynec., 54, 314-320, Aug. 1947. 12 refs. 

Some 45 patients suffering from general peri- 
tonitis atter abortion were seen at the Harlem 
Hospital, New York, during 1940-6 inclusive. In 
the first three years all the patients (16) were 
treated conservatively, and all of them died. It 
was then decided to perform a_supracervical 
hysterectomy with removal of the Fallopian tubes 
and ovaries and drainage through the vagina in all 
such patients who were fit enough to stand the 
operation. Of g patients treated in this way 7 
recovered. It seems, therefore, that these cases 
should be treated by radical operation in conjunc- 
tion with appropriate chemotherapy and multiple 
blood transfusions. D. M. Stern 


718. The Persistent Positive Friedman Test in 
Hydatid Moles. 

By M. Owen. Texas St. J. Med., 43, 582-584, 
Jan. 1948. 4 figs., 6 refs. 


719. Granulosa Cell Tumour, with a Presentation of 
Five Cases, One with an Associated Seven Months’ 
Pregnancy. 

By J. A. SPENCER and Z. J. R. HOLLENBECK. 
Amer. J]. Obstet. Gynec., 54, 281-288, Aug. 1947. 
31 refs, 

The authors point out that there are four possible 
reasons for the confused state of our knowledge of 
pituitary function in the presence of granulosa-cell 
tumour. These reasons are: ‘‘ (1) The amount ol 
circulating oestrin is relatively low, as noted in 
patients whose vaginal bleeding is profuse. (2) The 
pituitary has become refractory to the depressing 
effect of oesetrin. (3) Endocrine assays have been 
too infrequently and incompletely carried out. 
(4) We must consider the bizarre endocrine findings 
in, for instance, the normal menopausal individual, 
both from a clinical and laboratory standpoint.” 

Five cases with proved granulosa-cell tumour are 
described, the youngest patient being 14 years of 
age and the oldest 74. A complete hormonal investi 
gation was carried out on 1 of the patients. In 
another case the tumour was associated with 4 
7-months pregnancy. In the case (non-pregnant) 
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where hormone assays were made throughout, the 
presence of prolan pre-operatively is taken as an 
indication that the tumour was not forming 
sufficient oestrin to suppress pituitary activity 
entirely. This prolan disappeared post-operatively. 
The other cases reported present the usual picture 
of granulosa-cell tumour, except in the pregnant 
patient. This is the first granulosa-cell tumour in 
association with pregnancy recorded in American 
literature. The author makes an appeal for 
hormonal assays in all cases of ovarian tumour. 

[Although two of the tumours described were 
malignant, the author does not discuss hysterec- 
tomy and removal of the other ovary in post- 
menopausal patients with granulosa-cell tumour. 
Further, even in non-malignant post-menopausal 
cases, it may be wise to perform hysterectomy to 
prevent the profuse haemorrhage often seen after 
removal of the tumour. In one of the cases reported 
intrauterine packing was necessary because of 
haemorrhage. It is unfortunate that an interesting 
paper should be spoiled by meaningless contractions 
—for example, P.S.P., B.U.N., P.M.N. ] 

G. Gordon Lennon 


720. Parametritis as the First and Only Symptom 
of Cervical Carcinoma during Pregnancy. [In 
English. ] 

By B. Esenitus and A. Sjévat_. Acta radiol., 
Stockh., 28, 493-496, Nov. 13, 1947. 3 refs. 


721. The Treatment of Carcinoma of the Cervix 
Complicated by Pregnancy. [In English.] 

By G. G. Warp. Acta radiol., Stockh., 28, 
576-582, Nov. 13, 1947. 12 refs. 

722. Three Cases of Cervical Carcinoma in the 
Second Half of Pregnancy. (Trois cas de cancer du 
col utérin pendant la derniére moitié de la grossesse.) 

By E. Perersen. Acta radiol., Stockh., 28, 
542-544, Nov. 13, 1947. 

723. Eleven Cases of Myomectomy in Pregnancy 
and Labour. (Onze cas de myomectomies pendant la 
grossesse et le travail.) 

By R. Mauon and —. CuastrussE. Rev. frang. 
Gynéc., 42, 311-323, Nov. 1947. 1 fig., Biblio- 
graphy. 

724. Chorionepithelioma During Pregnancy. (Corio- 
epithelioma en el curso de un embarazo.) 

By A. pe Hortacuer. Bol, trim. Hosp. Vina 
del Mar., 3, 96-101, Oct. 1947. 4 figs., 4 refs. 

725. Radical and Conservative Treatment of Rup- 
ture of the Uterus. (Sobre tratamiento radical y 
conservador de las roturas uterinas.) 

By C. L. Arana. Arch. Soc. Ciruj. Hosp., 17, 
470-479, Sept. 1947. 14 refs. 

726. Heart Disease during Pregnancy, Labour, and 
the Puerperium. (Chlopnové vady za tehotenstvi, 
Porodu a sestinedeli.) 

By A. MtapeK. Ceskoslov. Gynaek., 12, 305- 
315, 1947. 13 refs. 

G 
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727. Coarctation of the Aorta and Pregnancy. 
(Coartacién de aorta y embarazo.) 

By F. A. UranGa Imas and J. A. FERNANDEZ. 
Prensa méd. argent., 35, 161-164, Jan. 23, 1948. 
1 fig., 6 refs. 


728. Iso-immunization in Pregnancy. (Isoimmuni- 
sering vid graviditet.) 

By B. Broman. Nord, Med., 37, 103-105, Jan. 
16, 1948. 1 fig., 18 refs. 


729. Treatment of Anaemias of Pregnancy. 
(Anemias de la gestacidn. Consideraciones sobre su 
tratamiento. ) 

By M. Montoya Gomez. Rev. esp. Obstet. 
Ginec., 6, 406-413, Nov.—Dec. 1947. 45 refs. 


730. Sickle Cell Anemia and Pregnancy. Report of 
Case. 

By J. C. NEaL, V. P. SYDENSTRICKER, and R. 
TorPIN. J. med. Ass., Georgia, 37, 1-2, Jan. 1948. 


731. Thrombo-phiebitis in Pregnancy. 
By G. D. MattrHew. Edinb. Med. J., 54, 
641-648, Nov.—Dec. 1947. 


732. Pleural Effusion 
exsudativa og Graviditet.) 

By O. LassENn. Nord. Med., 37, 215-217, Jan. 30, 
1948. 


in Pregnancy. (Pleural 


733- Thallium Poisoning and Pregnancy, (Thallium- 
vergiftung und Schwangerschaft. ) 

By I. M. Strutzer. Zbl. Gynik., 69, 811-824, 
1947. 7 figs., 49 refs. 


734. Treatment of Pyrosis in Pregnancy with 
Prostigmin. (Tratamiento de la pirosis del embarazo 
por prostigmina.) 

By J. J. G6MEz-SIGLER. Rev. esp. Obstet. 
Ginec., 6, 414-416, Nov.—Dec. 1947. 


735. Spontaneous Rupture of the Bladder in the 
Fourth Month of Pregnancy. (Spontane Blasenruptur 
im vierten Schwangerschaftsmonat. ) , 

By G. MutsenuG. Geburtsh, u. Frauenheilk., 
7, 179-180, Dec. 1947. 


736. Report of a Case of Syringomyelia Complicating 
Pregnancy. 

By J. T. Baker and J. Stott. Bull. Sch. Med. 
Maryland, 32, 163-165, Jan. 1948. 6 refs. 


737. Thiouracil Derivatives and Pregnancy. [In 
English. ] 

By A. R. Frisk and E. Josersson. Acta med. 
scand. Suppl. 196, 85-91, 1947. 4 figs., 21 refs, 

This is the case report of a woman aged 35 who 
became pregnant after 14 months’ treatment with 
methylthiouracil for thyrotoxicosis. The drug was 
continued throughout pregnancy except for a break 
of six weeks at the end of the fifth month. Large 
doses were required and the thyrotoxicosis was not 
completely controlled. There was no evidence of 
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myxoedema. Because of large uterine myomata 
Caesarean section was performed 14 days before 
term and a living female child was delivered. Apart 
from some slight delay in development of the 
centres of ossification (shown radiologically), there 
was no abnormality in the child at birth. She 
received no maternal milk and progressed normally 
until the second month. At this time there was a 
marked change in temperament, the child became 
very irritable, slept badly, and cried almost 
continuously. Exophthalmos of both eyes appeared, 
and the serum cholesterol fell from 145 mg. per 
roo ml. at birth to 97 mg. per roo ml. This condition 
persisted for about 2 months, when the child began 
to improve, so that by the age of 7 months she 
was normal. It is suggested that the thiouracil 
blocked the synthesis of thyroxine with resultant 
increased activity of the pituitary. The thyroxine 
produced by the mother was sufficient to protect 
the foetus from myxoedema and, as there was no 
goitre at birth, to suppress excess thyrotrophic 
activity. After birth the pituitary hyperfunction 
persisted, giving rise to the symptoms. Since there 
was no evidence of excessive thyrotrophic activity, 
the exophthalmos and other symptoms must have 
been due to some other pituitary factor if this 
explanation is correct. C. Bruce Perry 


738. Hyperparathyroidism and Pregnancy. 
By D. W. Petit and R. L. Crark. Amer. J. 
Surg., 74, 860-866, Dec. 1947. 7 figs., 18 refs. 


739. Diabetes 
tehotenstvi.) 

By E. Jerinekx. Lék. Listy, 2, 545-549, Dec. 1, 
1947. 


740. Observations on the Aetiology of Pyelitis of 
Pregnancy. (Beitrag zur Atiologie der Schwanger- 
schaftspyelitis. ) 

By W. Borcarp. 
1947. 7 figs., 9 refs. 

A group of cases of pyelitis in pregnancy is 
described in which spasm of the upper ureter was 
demonstrated radiographically in serial films, the 
obstruction resulting from aberrant renal vessels. 

E. D. Grasby 


and Pregnancy. (Cukrovka a 


Zbl. Gynik., 69, 499-509, 


741. Poliomyelitis in Pregnancy. [In English. ] 

By A. SetaLa. Ann. chir. gynaec. fenn., 36, 117- 
128, 1947. 15 refs. 

The author describes 14 cases of acute poliomye- 
litis arising during pregnancy, the case records of 
which were found among those of 468 poliomyelitis 
cases treated at the Epidemic Hospital of Helsinki 
from 1935-45; he adds a further case which he 
personally observed. Five of the 15 patients died; 
of 5 patients who developed the disease in the first 
half of pregnancy 1 died, while of 10 who developed 
it in the second half of pregnancy 4 died. Mis- 
carriage did not occur in any of this series. In 6 of 
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the 15 delivery was spontaneous; in 1 there was a 
breech delivery, and in 2 forceps delivery; Caesa- 
rean section was performed in 2 (1 for eclampsia). 
The remaining 4 patients died undelivered. 

While agreeing that poliomyelitis is seen more 
often in adults than it used to be, the author does 
not support the view that pregnant women are 
unusually susceptible to it. 

Anthony W. Purdie 


742. Further Observations 
Pregnancy. 

By M. J. Fox and H. A. Watsman. Amer. J. med. 
Sci., 214, 148-152, Aug., 1947. 19 refs. 

The authors, who write from the Milwaukee 
Health Department, summarize recorded instances 
of poliomyelitis occurring in pregnant women, the 
total having now reached 175. They observe that 
the incidence of poliomyelitis appears to be greater 
in pregnant than in non-pregnant women, but do 
not offer any definite statistical evidence for this 
assertion. [Nor can it be confirmed from British 
data.] As a possible explanation they cite the 
influence of endocrine changes in pregnancy, which 
may temporarily raise or lower the resistance of a 
patient to certain virus infections. They also cite 
a case of haematomyelia simulating poliomyelitis, 
as a warning of the difficulties in diagnosis. 

Jos. B. Ellison 


on Poliomyelitis in 


743. Acute Anterior 
Pregnancy. 

By D. M. W. Maxwe-t and P. H. WILLcox. 
Lancet, 2, 353-355, Sept. 6, 1947. 16 refs. 

A case of acute anterior poliomyelitis complicat- 
ing pregnancy is described. Aycock suggested in 
1941 that pregnant women are more susceptible to 
the virus than non-pregnant women. The same 
author estimated that the probability of the two 
conditions coinciding must be less than 1 in 1,000 in 
cases of poliomyelitis and less than 1 in 50,000 in 
pregnancy. 

In the Unitel States, where the incidence of polio- 
myelitis is much greater, cases in which the con- 
dition has occurred during pregnancy are often 
reported and discussed. The case described by the 
present authors, however, would appear to be the 
first published in Britain. Acute anterior polio- 
myelitis occurred in the sixth month of pregnancy. 
After a short period of malaise and of aching pains 
in the shoulders, with a relatively slight rise 
temperature, weakness of the arms and legs was 
complained of, and was followed by dysphagia and 
palatal paralysis. Complete paralysis of the left leg 
and paralysis to a less degree of the right leg 
ensued, and there was paresis of both upper limbs 
with complete paralysis of the deltoid on one side. 
Cranial nerves showed no abnormal physical signs: 
No attempt was made to interfere with the preg- 
nancy, and after a few days, during which reten- 
tion of urine required treatment, the condition 


Poliomyelitis Complicating 
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began to resolve. Ultimately all arm movements 
became possible and there was a considerable degree 
of improvement in the legs, but the abdominal 
muscles were feeble and it was clear that the patient 
would not be able to walk during pregnancy. Apart 
from slight delay at the pelvic floor, necessitating 
the use of forceps, birth of a 9 Ib. (4 kg.) infant was 
normal. The child, a female, was healthy, and 
showed no signs of paralysis. Pregnancy and child- 
birth had no effect on the mother’s progress towards 
recovery, which is slowly continuing, though there 
is some residual muscular weakness. This experi- 
ence—namely, that anterior acute poliomyelitis in 
pregnancy calls for no unusual interference on the 
part of the obstetrician, and that the maternal 
attack does not appear to affect the child—bears 
out in general the experiences recorded in America. 
Falkland L. Cary 


744. Tuberculosis and Pregnancy. [In English.] 

By I. Bruum. Acta med. scand., Suppl. 197, 
I-24, 1947. 19 refs. 

A brief review is given of the opinions expressed 
by various workers during the past 50 years on 
tuberculosis and pregnancy. The author then 
discusses his own series of 121 Swedish women 
(156 parturitions) who had had a tuberculous 
infection in relation to pregnancy and confine- 
ment. Excluding 6 cases adequately controlled by 
collapse therapy, he outlines in a table, reproduced 
below, the course of the disease in 115 patients. 








No. of Per. 

patients cent 

Stationary condition on) sae 95 83 : 
PEOQTESSION 5. eve sts 8 7 
Regression oy ea ee 6 5 
Progression and regression ee 6 5 

Total... ... 115 100. 





Of the 8 patients whose disease progressed as a 
result of pregnancy, deterioration occurred in 7 
after and in 1 before delivery. (Apparently in only 
2 did progression show itself within 3 months of 
delivery.) In 4 of these cases the infection appeared 
to be arrested before conception. It is stated that 
as a rule the deterioration was ‘‘ benign’’. In 6 
patients who improved, the improvement was 
noticed at various stages of pregnancy or after the 
confinement. 

The author concludes that there is no proof that 
pregnancy can influence the tuberculous process, 
although the physical effort of labour itself may be 
important. He opposes therapeutic abortion unless 
there is a strong indication for it, as in a case of 
advanced disease where life is in danger. The 
patients should be carefully observed and eventu- 
ally be admitted to hospital and, if necessary, 
subjected to collapse therapy even during preg- 
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nancy. Postpartum they should be carefully ob- 
served for a long time. 

[One would have liked to have rather more infor- 
mation on the type of tuberculous disease in the 
author’s cases—a number of which appear to have 
had primary infection only—and also details of his 
method of control of the disease during pregnancy 
and the puerperium. } J. V. Hurford 


745. Tuberculosis and Pregnancy. (Tuberculosis 
y estado gravidopuerperal. ) 
By A. SraBite. Hoja tisiol., 7, 305-320, Dec. 


1947. 1 fig., 18 refs. 


746. Lymphogranuloma Venereum in Obstetrics. 

By C. M. STEER. Amer. J. Obstet. Gynec., 54, 
230-234, Aug. 1947. 1orefs. 

Lymphogranuloma venereum is comparatively 
rare in obstetrical practice, but in the obstetric 
service of the Sloane Hospital for Women, New 
York, there have been 8 cases among 22,500 
admissions in 15 years. Two pathological syn- 
dromes of obstetrical importance are produced: 
(1) the ano-rectal syndrome in which there is a 
rectal stricture, the mass of impacted faeces above 
the stricture often obstructing labour; (2) the genital 
syndrome or esthiomene. In the former the obstruc- 
tion may terminate in rupture of the rectum and 
death from peritonitis, while the latter may also 
cause dystocia because of elephantiasis or ulcera- 
tion of the vulva with constriction of the introitus. 
In some cases, however, there may be normal 
pregnancy and spontaneous delivery. In others the 
disease may flare-up during pregnancy or the rectal 
involvement may proceed to the point of complete 
intestinal obstruction. Because of these possi- 
bilities it seems wise to advise against pregnancy in 
a patient with active disease or rectal stricture; if 
pregnancy occurs termination should be considered. 
The chief danger at delivery is rupture of the 
rectum, and, though in many cases vaginal delivery 
is possible, it seems wiser to deliver all cases with 
rectal stricture or the genital syndrome by Caesar- 
ean section. When this cannot be done the 
delivery may be allowed to take place per vaginam 
if operative intervention is kept to a minimum; 
when intervention cannot be avoided the manipu- 
lations should be as gentle as possible. 


F. J]. Browne 


747. Treatment of Syphilitic Pregnant Woman with 
Penicillin in Oil-Beeswax: A Comparison with Results 
Obtained using Aqueous Sodium Penicillin. 

By N. R. INcranaM, E. K. Rose, H. BEERMAN, 
V. S. Wammock, J. H. Stokes, and P. Gy6rey. 
J. vener. Dis. Inform., 28, 155-161, Aug. 1947. 3 
refs. : 

Since 1943 the authors have studied the effect of 
penicillin on syphilitic pregnant women and their 
children. This study expands their previous re- 
ports on aqueous penicillin and compares the 
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results with those obtained by penicillin in a 
delayed-action vehicle—peanut-oil—beeswax. 

A series of 46 pregnant women, mostly with early 
syphilis, were treated with amorphous calcium 
penicillin in peanut-oil-beeswax. Treatment began 
at various stages of pregnancy and each case re- 
ceived 4.8 million units intramuscularly over a 
period of 9 days. A single injection was given daily 
of 150,000 units on the first day, 450,000 units on 
the second day, and 600,000 units for the suceed- 
ing 7 days. One woman died at the time of 
delivery. Of the remaining 45, 19 were observed 
for less than 6 months and 37 for less than 1 year. 
The number of infants delivered was 48. Of these, 
41 lived but 2 were syphilitic—a failure rate of 4.9 
per cent. The clinical relapse rate for the series 
was 4.4 per cent. This might have been higher 
if the period of observation had been longer. 

An earlier series of 92 mothers had been treated 
with 1.2 or 2.4 million units of aqueous penicillin 
at 3- to 4-hour intervals for 8 to 10 days. All but 
13 were followed for periods of 6 months to more 
than 2 years. Of the 94 infants delivered, 89 lived. 
Only 2 of these were diseased—a failure rate of 2.2 
percent. The clinical relapse rate was 5.4 per cent, 
for 5 women developed recurring infectious lesions. 
About 28 per cent of the mothers became serum- 
negative at the time of delivery, in comparison 
with only 9 per cent in the oil-beeswax series. 
Considering all factors, however, the serological 
responses in the two groups appear similar, but 
they are somewhat slower when penicillin in oil- 
beeswax is used. 

Stillbirths and neonatal deaths were more fre- 
quent in the oil-beeswax series, possibly because 
of the inability to sustain blood and tissue levels 
of the penicillin high enough to produce a satis- 
factory concentration in the foetal tissues. The 
authors recommend a maximal rather than a mini- 
mal therapy for both mother and child, and a 
minimal total dose of 2.4 million units of aqueous 
penicillin. 

Analysis of the three tables of statistics indicates 
that for symptomatic early syphilis in late preg- 
nancy, when the foetus is already infected, the 
oil-beeswax procedure is less effective than aqueous 
penicillin. With this reservation, however, the 
authors conclude that the overall results of both 
procedures are approximately equivalent. 

T. Anwyl-Davis 


748. Penicillin Therapy for Syphilis in Pregnancy. 

By M. SpPEIsSER, G. FLraum, D. Moon-Apams, 
and E. W. THomas. /. vener. Dis. Inform., 28, 
108-119, June 1947. 11 refs. 

The ideal antisyphilitic treatment of the preg- 
nant woman should be free from serious toxic 
effects, prevent the transmission of infection from 
mother to baby, cure the maternal syphilis, cure 
the child in utero in cases of early infectious mater- 
nal syphilis beyond the sixteenth week of preg- 
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nancy, when syphilis may already have been 
transmitted to the foetus, and provide adequate 
therapy in a short period of time. The authors 
believe that adequate penicillin therapy fulfils 
these requirements best; they reach this conclusion 
from a study of the outcome of 261 pregnancies in 
259 syphilitic mothers so treated. Only 1.5 per 
cent resulted in definitely syphilitic infants and a 
further 3.4 per cent in possibly syphilitic infants. 
The remaining 95 per cent resulted in infants who, 
after a minimum post-natal follow-up of 16 weeks, 
were free from clinical, serological, and radiological 
evidence of syphilis. Healthy babies were obtained 
when treatment was started in the last 8 weeks of 
pregnancy, and in some instances just before 
delivery. The total dosage of penicillin must be 
over 2,400,000 units; 4 million units (40,000 units 
3-hourly for 100 doses) is recommended. Relapse 
may occur even when higher dosage is used, but 
the incidence is low and congenital syphilis may be 
prevented by re-treatment. The authors consider 
that women who have responded satisfactorily to 
penicillin therapy before pregnancy need not be 
given further theatment during a subsequent preg- 
nancy, although they need to be closely observed 
clinically and serologically throughout the ante- 
natal period to detect evidence of relapse at the 
earliest stage. 

{The implications arising from the results 
obtained in this detailed study are of great import- 
ance and the full report should be consulted. 
Hitherto accepted rules governing the treatment 
of the syphilitic mother and the prevention of 
prenatal syphilis may require modification, should 
the initial results of this study be confirmed by more 
prolonged observation of a still larger series of 
cases. | S. M. Laird 


749. Incidence of Syphilis in the Maternity Home 
of S. Borja and a Commentary on Syphilis and Preg- 
nancy. (Incidencia de la sifilis en la maternidad de 
San Borja y commentarios acerca de la sifilis y 
embarazo. ) 

By L. Lizana. Bol. Soc. chile. Obstet. Ginec., 
12, 70-85, June 1947. 11 refs. 

750. Exanthematic Typhus and Pregnancy. 
esantematico e stato puerperale.) 

By N. Vactio. Arch, Ostet. Ginec., 52, 286-299, 
Sept.—Oct., 1947. 12 refs. 


751. Enteric Fever and Pregnancy. 
By A. S. WELLS. S. Afr. med. J., 22, 18-20, Jan. 
10, 1948. 14 refs. 


(Tifo 


752. Intrauterine Rupture of the Umbilical Cord. 

By G. Bancrort-Livineston. Brit. med. J., 1, 
449-451, March 6, 1948. 11 refs. 

753. Diagnosis of Disturbances of Extrauterine 
Pregnancy. (Zur Diagnose der gestérten Extrauterin- 
graviditat. ) 

By H. Mirtetstrass. Geburtsh. u. Frauvenheilk., 
8, 206-211, Jan. 1948. 6 refs. 
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754. Ectopic Gestation Interrupted by use of 
Folliculin. (Una gestacién ectdépica interrumpida por 
el empleo de foliculina.) 

By L. Tous Santamaria. Hisp. méd., 4, 549- 
563, Nov. 1947. 29 refs. 


755. Report of a Case of Interstitial Pregnancy. 
By O. N. STERN. Delaware St. med. J., 19, 
201-203, Oct. 1947. 4 refs. 


756. Ovarian Pregnancy. 
By R. J. Crossen. Amer. J. Surg., 74, 880-881, 
Dec. 1947. 1 fig. 


757. A Case of Ovarian Pregnancy. (Sdbre um caso 
de prenhez ovariana.) 

By B. Nettoand E. Casrav. Arch. brasil. Med., 
37, 149-154, May-June, 1947. 4 figs., 3 refs. 


758. Primary Ovarian Pregnancy of Four Months. 
By P. D. Bapta. Amer, J. Surg, 74, 874-879, 
Dec. 1947. 6 figs., 29 refs. 


759. Ruptured Ectopic Gestation in the Tubal 
Stump after Salpingectomy. (Embarazo intersticial 
roto en el mufidn de la trompa después de salpin- 
gectomia. 

By A. A. Covaro and E. Piccarpo. Rev. Med, 
Cienc. af., 9, 456-458, Aug. 1947. 


760. Second Ruptured Tubal Pregnancy with Intra- 
uterine Pregnancy. 

By G. E. THompson and J. M. FLemina. J. South 
Carolina med. Ass., 43, 355-356, Dec. 1947. 6 refs. 


LABOUR. 


761. Role of Hormones and Vitamins at the Start of 
Labour. [In Russian. ] 

By E. I. Kvater. Akush. Ginec., No. 4, 7-23, 
1947. 

An account is given o: an experimental deter- 
mination of the role of numerous substances in the 
initiation of labour. The experiments were per- 
formed on white mice, a total of 455 animals being 
used. These were divided into 40 groups, and 
received altogether 1,318 injections. The substances 
administered were: folliculin, stilboestrol, synoes- 
trol, adrenaline, progesterone, posterior pituitary 
extract, desoxycorticosterone acetate, ascorbic acid, 
thiamine, nicotinic acid, and methylene blue. These 
substances were administered singly and in various 
combinations, simultaneously or consecutively, and 
in different doses. The criterion of activity in 
producing labour was the onset of premature labour 
within 48 hours of the last administration of the 
substance or substances under investigation, and 
before the twentieth day of pregnancy. The con- 
clusions are as follows: (1) Oestrogens, ascorbic 
acid, thiamine, posterior pituitary extract, and 
adrenaline, when introduced alone, did not produce 
premature labour in any dosage. (2) Oestrogens and 
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thiamine (either simultaneously or consecutively), 
or oestrogens and posterior pituitary extract simul- 
taneously, did not produce premature labour. 
(3) Oestrogens and ascorbic acid, either simul- 
taneously or consecutively, or ascorbic acid and 
posterior pituitary extract simultaneously, or 
adrenaline and posterior pituitary extract, or 
posterior pituitary extract after oestrogen adminis- 
tration, all caused premature labour. (4) Oestrogen, 
followed by ascorbic acid and posterior pituitary 
extract, resulted in the greatest number of prema- 
ture labours (10 out of 11 mice went into labour 
within 36 hours of the of the last dose). (5) Proges- 
terone, desoxycorticosterone acetate, nicotinic acid, 
and methylene blue are all inhibitors of the factors 
causing premature labour in mice. 
Nicolas Tereshchenko 


762. The Self-cleansing Mechanism of the Genital 
Apparatus in the Process of Delivery. [In Russian. ] 

By M. Z. Kocan. Akush. Ginec., No. 2, 6-10, 
1947. 

This is an account of an investigation of the 
bacteriology of the vaginal canal of 20 women in 
labour. The specimens were obtained by swabbing 
the vagina at various times during the first, second, 
and third stages of labour, and in a few cases in 
the first few days of the puerperium. The bacterio- 
logical flora of the vagina remains constant during 
pregnancy, the main constituents being non- 
haemolytic staphylococci and Grampositive bacilli. 
From the onset of labour until rupture of the mem- 
branes the number of staphylococci increases con- 
siderably, while that of the bacilli slowly decreases; 
this is probably due to the alteration in the vaginal 
pH. Immediately after rupture of the membranes 
the number of both staphylococci and bacilli is 
diminished, but this phase is short lived, and the 
number of staphylococci increases sharply and 
exceeds the maximum reached before rupture of 
the membranes. The number of bacilli increases 
more slowly, and does not rise above the pre- 
rupture maximum. The same effect is seen after 
the birth of the child and the expulsion of the 
placenta. The increase is especially noticeable if 
any delay occurs in the second stage, and the author 
suggests that in these cases prophylactic disinfec- 
tion of the vagina should be carried out before the 
actual delivery. Nicolas Tereshchenko 


763. Shortening of Normal Labour by ‘‘ Hexa- 
compal ’”’, (El acortamiénto de la duracién del parto 
normal por medio del hexacompal.) 

By J. Carpus. Rev. esp. Obstet. Ginec., 6, 
434-436, Nov.—Dec. 1947. 


764. New Principles in the Management of Labour. 
(Poznamky k nekterym otézk4m novodobého vedeni 
porodu. ) 

By V. Vasek. Ceéskoslov. Gynaek., 12, 289-305, 
1947. 3 figs. 
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765. Why does Cephalic Presentation Occur? 
(Warum wird das Kind aus Kopflage geboren?) 

By W. Worr. Geburtsh. u. Frauenheilk., 7, 
33-48, Oct. 1947. 5 figs., 32 refs. 


766. The Cardiac Patient in Labor. 
By C. C. McCorriston. Proc. Clin. Honolulu, 
13, 129-133, Dec. 1947. 1 ref. 


767. On the Application of Ergometrine for Induc- 
tion of Labour. [In English.] 

By E. MoLLerR-CHRISTENSEN. Acta obstet. gynec. 
scand., 27, 70-79, 1947. 7 refs. 

In view of present-day interest in this subject the 
author now publishes his results in 100 cases of 
induction of labour at the Royal Maternity 
Hospital, Copenhagen, from October 1935 to the 
following March. Ergometrine was given in tablets 
of 0.01 mg. hourly from 6 a.m, to 10 p.m., there- 
after 2-hourly between to p.m. and 6 a.m. If no 
contractions occurred after the first 8 or 9 hours, 
two tablets were given. In 94 cases medication was 
not continued for more than 48 hours; in no case 
was it continued for more than 72 hours. A second 
attempt was made in 12 patients one week later, 
labour being induced in 8. In 2 cases three attempts 
were made without success. Labour was induced 
after the first attempt in 76 cases. The efficient 
total dose was found to be less than 0.5 mg. 
Parturition appeared to be somewhat prolonged in 
primiparae. 

Ergometrine induced uterine spasms in 4 cases 
and caused death of the foetus in 3 of these; in 1 
case the effect appeared to be cumulative, beginning 
2 hours after the last dose, Details of the cases with 
spasm are given, Although labour was induced in 
a total of 84 cases the author does not recommend 
this method of induction in view of the death of 
three foetuses. C. W. Kimbell 


768. Induction of Labour with Methylergobasine 
Tartrate. (Observations sur l’accouchement provoqué 
par le tartrate de méthyl-ergobasine. ) 

A. OpiER. Gynaecologia, Basel, 124, 24-41, July 
1947. 9 refs. 

A detailed report is given of the results obtained 
in the use of ‘‘ partergine’’ in the induction of 
labour in 100 cases. Partergine is the trade name 
for a weak solution of methylergobasine (methy]- 
ergometrine); ‘‘ methergine ’’ is a stronger solution. 

For induction of labour in 1944 and until June 
1945, 15 drops of partergine were given in a glass 
of water on an empty stomach and after an enema. 
A total of four doses of partergine was given at 
half-hourly intervals if no pain was felt. If slight 
pains occurred the intervals between doses was pro- 
longed to 1 hour. Partergine was stopped earlier if 
the intensity or frequency of pains was marked or 
if some pathological condition supervened. From 
June to December, 1945, the method was changed 
to 10 drops of partergine, hourly, for four doses. 
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Seventy inductions were performed on 63 cases 
of postmaturity (1 patient had 3 inductions, 5 had 
2 inductions). The pregnancy was considered to 
be postmature when labour had not started 12 days 
after the estimated day of delivery. There were 38 
failures and 32 successes; in 15 of these labour began 
within 5 hours, and in 17 after more than 5 hours 
but within 24 hours of the first dose of partergine. 
In 3 cases the frequency of pains exceeded 15 per 
half-hour. In 1 of these patients—a primipara aged 
33 years with a breech presentation—labour was 
very rapid, the first stage lasting 4 hours 20 
minutes. In another case there was a marked 
increase in uterine tone after the second dose of 
partergine. Labour pains started 1o hours later. 
In 6 cases there was slowing of the foetal heart rate 
—in 1 case after the second dose of partergine, and 
in 2 others within 3 hours of the first dose, while 
in the 3 remaining cases the slowing occurred in the 
second stage of labour and was probably not due 
to the drug. In 5 cases the foetal heart-rate was 
irregular; in 4 of these the irregularity began 2 hours 
after the last dose of partergine while the patients 
were having weak uterine contractions, while in 1 
case the irregularity began 4 hours after the last 
dose when the patient was in the second stage of 
labour. The liquor amnii was tinged with meconium 
in 32 of the successful cases, and clear in 25 cases. 
There was 1 foetal death, the cause of which could 
not be attributed to partergine; the placenta was 
unusually small. In 18 of the 38 failures there were 
some contractions after administration but true 
labour pains did not begin within 24 hours. 

Labour was induced by this method in 20 cases 
after premature rupture of the membranes. In 18 
cases the patients were at term and in 2 cases before 
term—1 at 28 weeks and 1 at 36 weeks. In 18 cases 
induction began within 37 hours of rupture of the 
membranes and in 2 cases after 3 to 6 days. The 
method was successful in 17 and unsuccessful in 3 
cases. In 2 cases there was a marked increase in 
uterine tone, in 3 the frequency of uterine contrac- 
tions exceeded 15 per minute, and in 2 the dura- 
tion of the contractions exceeded 4o seconds. In 2 
cases there was secondary uterine inertia. Slow- 
ing of the foetal heart rate occurred in 4 cases, while 
in 1 case the foetal heart rate was irregular. 

Of 9 cases of intrauterine death of the foetus 
induction by partegine was successful in 4. In 
1 case delivery of a breech was assisted by a hook; 
the after-coming head was perforated, and the 
placenta had to be manually removed. Induction 
was unsuccessful in 1 case of pregnancy nephro- 
pathy. 

Thus the method was successful in slightly more 
than half the cases (53 out of 100). The most suc- 
cessful series was that in which premature rupture 
of the membranes had occurred (17 out of 20). It is 
emphasized that even after a latent period of 2 
hours severe uterine contractions may occur. Hence 
the interval between doses should be at least 1 hour 
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and the dose should not exceed 10 drops. Marked 
increase of uterine tone was present in 3 cases with- 
out the onset of labour, hence the condition of the 
uterus must be carefully observed for at least 3 
hours after administration of the drug. 

Gladys Dodds 


769. A Semi-synthetic Oral Oxytocic (‘‘ Parter- 
gin’’). (Uber ein Halbsynthetisches orales Wehen- 
mittel (Partergin) .) 

By R. KOHLER. Zbl. Gynik., 69, 779-784, 1947. 
14 refs. 


770. Incoérdinate Uterine Action in Labour. 
By T.N. A. JEFFcoaTe. Canad. med. Ass. ]., 58, 
42-48, Jan. 1948. 12 refs. 


771. Fetal Mortality Associated with Constriction 
Ring Dystocia. 

By M. P. Rucker. /. Mt Sinai Hosp., 14, 576- 
584, Sept.—Oct., 1947. 15 refs. 

A series of 215 cases of constriction-ring dystocia 
is discussed. Of 217 babies born 42 died, giving an 
uncorrected foetal mortality of 19.3 per cent. In 
the last 150 of these cases (the twins counting as 
2 cases) there were 18 foetal deaths (mortality 12 
percent). In the first 67 cases of the series 24 babies 
were lost (mortality 35.8 per cent). 

Many of the patients had other complications in 
themselves associated with a high foetal mortality. 
Two had eclampsia, and in these foetal death was 
due to this condition and not to the constriction 
ring. Pre-eclampsia was also held to be responsible 
for the foetal mortality in 4 cases. In 2 cases 
placenta praevia, which was a complicating factor, 
was not thought to be responsible for foetal death. 
The cord prolapsed in 3 cases, but as this is a 
recognized complication of the condition the deaths 
were attributed to the constriction ring. <A patient 
with a flat rachitic pelvis was delivered by version 
and extraction, the baby being stillborn; it was 
thought that the constriction ring was not the 
culpable factor. Three babies had major defor- 
mities and 1 child died in 24 hours of anaemia. 
Seventeen intrapartum deaths associated with 
difficult delivery were considered to be due to the 
constriction ring. In 7 cases macerated foetuses 
were delivered and it was thought that the uterine 
condition had caused interference with the foetal 
circulation. A further case of flat pelvis is des- 
cribed in which a constriction ring was discerned 
when the cervix was about fully dilated. The ring 
relaxed with adrenaline and version was carried out 
without difficulty; the extraction, however, was 
difficult, forceps being applied to the aftercoming 
head. The child did not breathe although the heart 
continued to beat for 40 minutes. Although the 
foetal death was attributed to the constriction ring 
it is probable that it was due to the contracted 
pelvis and subsequent dystocia. 

One or two other associated complications are 
included and the final conclusions are: that of 42 


303 
cases of foetal death in which a constriction ring was 
present 13 were due to causes other than the con- 
striction ring; of the 29 attributed to the ring 
dystocia 20 were the result of difficult delivery, 8 
were due to interference with the foetal circula- 
tion, and 1 was due to intrapartum infarction. A 
brief discussion of treatment of constriction ring 
is included, and Rudolph, who has considerable 
experience of the condition, is mentioned as advo- 
cating conservative methods. In Rudolph’s series 
there was a foetal mortality of 18 per cent. Herman 
Johnson, on the other hand, had a foetal mortality 
of only 5 per cent in 105 private cases in which early 
diagnosis was followed by prompt delivery. The 
author has not had such success as Rudolph in a 
number of cases in which the expectant plan was 
tried, and states his belief that early recognition 
of the condition followed by some type of operative 
delivery offers the best chance for the baby. 

E. L. Nicolson 


772. Organic Cervical Rigidity Causing Obstructed 
Labour. Treatment in General Practice. 

By E. M. Etper. N. Z. med. J., 46, 509-512. 
Dec. 1947. 2 refs. 


773- Subsequent Childbearing of Primigravida 
Presenting a Breech at Term. 

By C. L. Ranpatt and R. W. Bagtz. N.Y. St. 
J. Med., 48, 49-54, Jan. 1, 1948. 25 refs. 


774. The Significance of Cervical Dilatation in Trial 
Labour in Breech Presentations with Contracted 
Pelvis. (L’épreuve du travail sur le col au cours des 
accouchements en présentation du siége dans les 
bassins rétrécis.) 

By —. RIviirRE, —. CHASTRUSSE, and —. 
Misson. Rev. franc. Gynéc., 42, 303-310, Nov. 
1947. 


775. Severe Oedema of the Vulva in Labour. 
By S. L. Townsenp. Brit. med. J., 1, 344, Feb. 
21, 1948. 2 figs. 


776. Control of Blood Loss During Delivery. 
By D. M. SHoox. J. Michigan med. Soc., 46, 
1402-1406, Dec. 1947. 3 refs. 


777. Oligo-amnion as a Cause of Premature Separa- 
tion of the Placenta and Foetal Asphyxia at the End 
of the Second Stage. (Oligoamnion als Ursache 
vorzeitiger Plazentarlésung und Asphyxie des Kindes 
im letzten Abschnitt der Austreibung.) 

By R. Gutzeir. Zbl. Gynik., 69, 831-832, 1947. 


778. The Oxytocic Use of Methergine in the Third 
Stage of Labor. 

By J. E. Tritscu, E. ScHnerer, and E. F. 
LonGwortu. N.Y. St. J. Med., 48, 293-294, Feb. 
1, 1948. 4 refs. 
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779. Complete Chronic Post-partum Inversion of the 
Uterus. (Inversién uterina tocogenética completa 
cronica.) 
By R.Gm. Rev. méd. Hosp. esp., B. Aires, 17, 
89-93, July-Sept., 1947. 38 refs. 


780. Inversion of the 
Reports. 
R. M. McKeown and J. Rankin. Northw, Med., 


46, 953-956, Dec. 1947. 24 refs. 


781. Total Evulsion of the Completely Inverted 
Puerperal Uterus during Manual Removal of the 
Placenta. (Abriss des komplett invertierten Uterus 
puerperalis bei manueller Plazentalésung. ) 


By F. Watrau. Z. Geburtsh. Gynak., 128, 
327-332, 1947. 3 refs. 


782. Placenta Accreta. 
By L. RapeMAKER and I. R. Hansen. Amer. J. 
Surg., 74, 869-873, Dec. 1947. 8 figs., 16 refs. 


(Sobre 


Puerperal Uterus. Case 


783. Shock in Obstetrics. shock en 
obstetricia. ) 
By F. R. Strva. Bol. Soc. chile. Obstet. Ginec., 


12, 57-64, June 1947. 8 refs. 


784. Eclamptic and Anaemic Collapse in Labour. 
(Eklamptischer und anamischer Geburtskollaps.) 

By H. Mitretstrass. Zbl. Gyniak., 69, 772-778, 
1947. 22 refs. 


785. Traumatic Intrapartum Diastasis of Sym- 
physis Pubis and Subluxation of the Os Innominatum. 

By J. Bucuman. Bull. Hosp. Jt. Dis., 8, 50-58, 
Apr. 1947. 6 figs., 1 ref. ‘ 


786. Delivery of a Dead Foetus Per Rectum. 
By S. K. Srivastava. Indian med. Gaz., 82, 


473-474, Aug. 1947. 


ANAESTHETICS, ANALGESICS. 


787. Anesthesia as a Cause of Maternal Death, with 
Special Reference to Aspiration Asphyxia and Atelec- 
tasis. 

By G. A. Gorpon. /. Mt Sinai Hosp., 14, 352- 
362, Sept.-Oct., 1947. 14 refs. 

Anaesthesia in labour is a topical subject, and the 
need for an anaesthetic which is safe for mother and 
child is appreciated by every obstetrician. The 
author records 43 deaths due to anaesthesia among 
958 puerperal deaths in Brooklyn between 1937 and 
1946. The causes of death are classified as: (1) 
those due to toxic action of the anaesthetic itself; 
(2) those due to aspiration asphyxia; (3) those due 
to atelectasis, whether from aspiration or otherwise. 
The author includes 17 of the deaths in the toxic 
group. Very little information is given about the 
cases; in 2, where death occurred during the admin- 
istration of caudal analgesia, the cause was said 
to be cardiac disease in one and cerebral embolism in 
the other. Eight deaths are recorded as due to 
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toxic action of spinal analgesics and 4 to ether, but 
no details are given. Cases of death under anaes- 
thesia but associated with eclampsia or haemor- 
rhage were not included. Full details are given of 
the 14 deaths due to aspiration. Food is said to 
have been vomited in 5 cases, but in the remaining 
9 froth, mucus, and blood were vomited. 
[Although morphine sulphate, scopolamine, and 
phenobarbitone are reported to have been given, 
there is no mention of atropine. In several cases it 
would appear that forceps were applied before the 
patient was fully anaesthetized. The anaesthetic 
is said to have been administered in many of the 
cases by a well-trained anaesthetist. In 12 cases 
death was due to atelectasis; in none of these was 
atropine given before the anaesthesia was started. 
The author recommends that no food, liquid or 
solid, should be given during labour if birth may be 
anticipated within 12 hours. He does not mention 
the dangers of withholding food and liquids for 
prolonged periods. He suggests intravenous 
administration of glucose, salt, and plasma, but the 
difficulties of this procedure for a woman in labour 
are not mentioned. | Gladys Dodds 


788. Trilene Analgesia in Labour. 

By B. N. Puranpare. Indian Physician, 6, 181- 
192, Aug., 1947. 

The author reviews the different methods of 
relieving pain in labour, including intravenous 
““novocain ’’ and intramuscular vitamin B. 

Trilene is cheap and easy to give, and 1 oz. 
(28 ml.) is more than sufficient for most cases; the 
author has given it in 100 cases. He uses Freed- 
man’s bottle with a facepiece. The maximum dose 
of vapour with this is 0.65 per cent. He warns 
against the use of trilene with soda-lime and with 
oxygen in the presence of a flame. He recommends 
that the patient should be trained antenatally in 
the use of the apparatus. Labour is not retarded 
and there is no nausea. Trilene has no effect on 
the uterine contractions and does not alter the 
blood-pressure. It causes very little irritation and 
no salivation. No case of liver or kidney damage 
has been reported. In this series it was used in 
cases of toxaemia and severe anaemia without ill 
effect. It disappears from the blood twice as 
quickly as chloroform. One case of acute atrophy 
of the liver after prolonged trilene anaesthesia 
(over 2 hours) has been recorded, but the patient 
had an already damaged liver. Nephritic changes 
have been produced experimentally after prolonged 
anaesthesia. 

Of the 100 patients 33 were primiparae; 61 were 
very satisfied with the relief obtained, 34 satisfied, 
and 5 not satisfied. The stillbirth rate was 1 per 
cent, compared with 4.3 per cent in 2,900 previous 
cases. The only complications in the babies were 
convulsions (1 case) and atelectasis (1 case which 
was fatal). Forceps were applied only once. Six 
per cent of labours were abnormal, compared with 
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5.1 per cent in the previous series. There is little 
difference in the incidence of perineal tears, except 
that these are smaller in the patients given trilene. 
Incidence of postpartum haemorrhage (defined as 
haemorrhage sufficient to require the use of an oxy- 
tocic drug) in the patients given trilene was double 
that in the control series. The author concludes 
from his figures that after trilene the incidence of 
postpartum haemorrhage is higher in primiparae 
than in multiparae, but only in abnormal preg- 
nancies (except toxaemias); the incidence does not 
depend on the amount inhaled or the duration of 
the analgesia. 

Trilene should be used with caution in primiparae 
in the case of protracted labour, premature labour, 
hydramnios, and anaemia. It is contraindicated in 
premature deliveries in primiparae. The child is 
liable to be asphyxiated. The apparatus is not suit- 
able for complete anaesthesia. The author is 
studying a series of labours in which analgesia is 
being obtained by a combination of trilene and 
vitamin B. W. Stanley Sykes 


789. Symposium on Anesthesia. I. Obstetric Use 
of Demerol. 

By J. T. Downs. Texas St. ]. Med., 43, 486-488, 
Dec. 1947. 1 fig., 11 refs. 


790. Symposium on Anesthesia. II. Obstetric 
Saddle Block Anesthesia. 

By R.R.SHEpPPERD. Texas St. ]. Med., 43, 488- 
490, Dec. 1947. 1 ref. 


791. Caudal Analgesia. 
By W. K. Lioyp. /. med. Ass. Alabama, 17, 
233-236. Jan. 1948. 1 ref. 


PUERPERIUM. 


792. Further Studies in Early Puerperal Rising. 

By G. Rosenstum and E, MELINKoFF. Amer. 
J]. Obstet. Gynec., 54, 325-328, Aug. 1947. 4 refs. 

Women who have recently been delivered are 
encouraged to get out of bed much earlier than is 
usual. The authors classify them as follows: (1) 
Early risers, ambulatory on the first or second 
postpartum day. (2) Intermediate risers, ambula- 
tory on the third or fourth postpartum day. (3) 
Late risers, ambulatory later than the fourth post- 
partum day. At the Cedars of Lebanon Hospital, 
Los Angeles, the majority of 601 mothers rose on 
the first or second day. Those who get up early 
appear to suffer from no discomfort from it. The 
amount of nursing care required is reduced, bowel 
function is improved, and the majority of patients 
report favourably upon it. D. M. Stern 


793. Early Ambulation in Obstetrics and Gynae- 
cology. (Lever précoce en obstétrique et en gyné- 
cologie. Rapport préliminaire.) 
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By F. Gacnon, H. R. bE Satnt-Victor, J. DE 

SAINT-VictorR, and L. Cayer. Laval méd., 13, 
79-86, Jan. 1948. 6 refs. 


794. The Physiological Blood Picture in the Puer- 
peral Woman. (Das physiologische, mutterliche Blut- 
bild im Wochenbett. ) 

By H. H. Retscu. Zbl. Gyniik., 69, 901-906, 
1947. I fig., 5 refs. 


795. Obstetrical Training in Vienna One Hundred 
Years Ago. In Commemoration of the Hundredth 
Anniversary of Semmelweis’ Concept of the Principle 
of Asepsis. 

F. P. Murpuy. Bull, Hist. Med., 21, 335-351, 
May-June, 1947. 17 refs. 

Although most workers know something of the 
life of the tragic Semmelweis and of his campaign 
for the control of puerperal sepsis, the conditions 
under which he worked are less familiar. The 
maternity division of Vienna General Hospital was 
a project long cherished by the Empress Maria 
Theresa (1718-1780), which was carried to comple- 
tion, a few years after her death, by her son 
Josef II. The idea was to provide a secure and 
stcret refuge for ‘‘ the many seduced females ’’ of 
that time—a time when almost half of the births in 
Vienna were illegitimate. No questions were asked. 
If the patient was of means and position she might 
bring her own servants. The well-to-do mother 
could stay as long as she pleased and might leave 
her baby for adoption or take it with her, just as 
she wished. In the free division, Gratisabteilung, 
as opposed to the pay division, or Zahlabteilung, 
the patients were more strictly supervised, and 
served as material for the instruction of students 
and midwives. Before the day of Semmelweis there 
were large numbers of motherless infants owing to 
the high mortality from puerperal fever. This, 
however, was cancelled out by the enormous death 
rate among the infants in the Foundling Hospital. 
The wards of the maternity division were grossly 
overcrowded, and the windows did not extend 
below a level of six feet from the floor. The lava- 
tories, exuding a bad odour, were held to be 
responsible for the sepsis, but nothing was done to 
mitigate the evil. Iron gratings were fixed over 
them to prevent infanticide. Patients unable to 
leave bed used wooden bed pans, in a condition 
which may easily be imagined. Nevertheless the 
wards were kept clean, and that there was some 
control of sepsis is shown by the fact that each 
morning the pupil midwives were lined up to have 
their finger-nails inspected by the professor. Opera- 
tive obstetrics was taught with a female cadaver, 
while the Foundling Hospital was a never-failing 
source of supply of infant cadavers. 

[The author of this paper has not summarized 
his description, nor has he referred to the change 
wrought by Semmelweis. A bibliography of 17 
references will guide any reader who desires more 
detailed information. | Douglas Guthrie 
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796. Treatment of Puerperal Septicaemia. (Zur 
Behandlung der Puerperalsepsis. ) 

By T. HeyNeMANN. Zbl. Gynik., 69, 792-796, 
1947. 


797. The Concept of Septicaemia and Methods of 
Combating Puerperal Septicaemia, with Special 
Reference to Sulphonamide Therapy. (Sepsisbegriff 
und Arbeitsmethode im Kampf gegen das Kind- 
bettfieber unter spezieller Beriicksichtigung der Sul- 
fonamidtherapie. ) 

By L. OsTENDORF. 
1947. 


Zbl. Gynak., 69, 801-808, 


798. An Evaluation of Sulphonamide Therapy in 
Puerperal Infection. (Der bisherige Wert der 
Sulfonamidtherapie der Puerperalinfektion. ) 

By G. GaEHTGENS. Zbl. Gynik., 69, 838-882, 
1947. 22 figs., 21 refs. 


799. Influence of Peripheral Suppuration on the 
Course of Puerperal Septicaemia and Pyaemia. (Der 
Einfluss der peripheren Eiterung auf den Verlauf der 
puerperalen Sepsis und Pyimie.) 

By H. Kraatz. Zbl. Gynik., 69, 808-810, 1947. 
2 refs. 


800. Diagnosis and Penicillin Treatment of Gono- 
coccal Cervical Metritis in the Puerperium. (Les 
métrites cervicales gonococciques au cours de la 
puerperalité (leur dépistage et leur traitement par la 
pénicilline) .) 

By M. Maver, —. DELAYRE, and —. LANVIN. 
Presse méd., 55, 554-555, Aug. 23, 1947. 

Leucorrhoea in pregnancy ought never to be dis- 
regarded. By routine examination the authors have 
discovered gonococcal infection frequently in such 
cases. The gonococcus is more readily isolated 
during pregnancy, as the pregnancy appears to 
activate the infection and increase the virulence of 
the organism. Other organisms may be associated, 
particularly Tvichomonas. Latent gonococcal 
infection of the cervix is often the cause of puerperal 
infection, 

All such cases should be treated immediately the 
diagnosis is made, regardless of the stage of preg- 
nancy, since treatment with penicillin has no 
adverse effect upon the pregnancy. The authors 
employ 200,000 units of penicillin a day in 3-hourly 
doses intramuscularly with the addition of local 
treatment, which they regard as essential. They 
inject 5 ml. of a solution containing 50,000 units 
of penicillin directly into the cervix and under the 
mucous membrane of the cervix and the canal. 
These local injections are given on alternate days 
and the patient is kept in bed. Treatment is 
continued until clinical signs of the disease have 
disappeared and two repeated cultures are negative. 

When the infection is first discovered during 
labour or in the early days of the puerperium, the 
general treatment is given, but the local injections 
are omitted until the sixth day. All patients during 


pregnancy have a further course of treatment in the 
puerperium even if apparently cured, since dormant 
infection so readily lights up then. 

L. W. Lauste 


LACTATION. 


801. The Induction of Lactation During Pregnancy 
in Rabbits and the Specificity of the Lactogenic 
Hormone. 

By J. Meites and C. W. TuRNER. Amer, J. 
Physiol., 150, 394-399, Sept. 1947. 1 fig., 13 refs. 

Lactation was regularly induced in the pregnant 
rabbit by the injection of lactogenic hormone into 
the mammary ducts by way of the nipple. Com- 
parable results were obtained in pseudopregnancy. 
In most cases pregnancy was undisturbed, but 
resorption occurred in 5 rabbits receiving 20 to 50 
I.U. of lactogen at the tenth day of pregnancy. 
Larger responses were seen at the fifteenth than 
at the tenth day, while of several extracts tested 
only lactogen and whole pituitary evoked any 
response. The technique employed by the workers 
enables them to produce lactation without inter- 
fering with the course of pregnancy, and they con- 
sider that the absence of lactation during normal 
or pseudopregnancy under ordinary conditions is 
due to the low secretion of lactogen at these times, 
because the power to respond is clearly present. The 
action of lactogen given by this route is localized 
in the sector of breast injected. Alex. Comfort 


802. Metabolism of Women during the Reproductive 
Cycle. XIII. The Utilization of Niacin during Lacta- 
tion. 

By M. Coryett, C. Roperuck, M. E. Harris, 
S. MILter, M. M. Rutvepce, H. H. WILiiams, and 
I. G. Macy, J. Nutrit., 34, 219-231, Aug. 1947. 
29 refs. 

Niacin intake, secretion in milk, and excretion 
in urine were studied in 7 healthy nursing mothers 
during the first 10 days postpartum and in 9 women 
during periods of 5 consecutive days 2 to 10 months 
postpartum. Earlier papers have described the 
organization of the study; the method used in 
collecting 24-hour secretions of milk; the diets and 
preparation of the food and milk; urine; the concen- 
tration of niacin in immature and mature human 
milk; and the preparation of the milk samples for 
assay and the microbiological procedure with Lacto- 
bacillus avabinosus. 

In each 5-day period oi study all subjects 
received diets comparable in food distribution but 
adjusted so that appetite was satisfied. Aliquots of 
each serving of every food eaten during a 5-day 
period were collected, combined, ground, and 
thoroughly mixed. Hydrol: ‘s was carried out with 
strong acid in order to obtain the values for niacin 
and its precursor. Aliquots of the 24-hour collec- 
tions of urine were assayed by the same microbio- 
logical procedure as for milk. The values obtained 
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by this method represent niacin, niacinamide, and 
any nicotinuric acid present. As with the milk, no 
attempt was made to differentiate between these 
three metabolites in the urine. 

For all of the women studied, the average daily 
intake of niacin and its precursor during the 5-day 
periods ranged from 13 to 23.4 mg. The results show 
during the first 10 days postpartum rapid increases 
in the amounts of niacin secreted daily in milk, 
averaging from 0.04 mg. on the first day post- 
partum to 2.9 mg. on the tenth day; these figures 
portray the increases both in concentration and in 
volume of milk secreted during the puerperium. The 
average daily niacin content of mature milk ranged 
from 0.52 to 2.02 mg.; these values, also, show a 
general relationship to milk volume rather than to 
intake, and illustrate the wide range of normal 
variation in the composition of human milk from 
different mothers and from the same mother at 
different times. 

The percentage of the average daily niacin 
intakes secreted in milk ranged from 1 to 3 per cent 
for the first 5 days post-partum, and from 6 to 22 
per cent for the next 5 days. Excretion in the urine 
during the first 10 days postpartum averaged from 
5 to7 per cent (from 0.92 to 0.98 mg.), being greater 
during this period than later in lactation, During 
the periods of mature milk production averages of 
only 2 to 1o per cent of the intakes were secreted 
in milk, while only 2 to 5 per cent (from 0.35 to 
1.08 mg.) was found in the. urine. The data for 
healthy women receiving good diets do not indicate 
a relationship between intake and secretion in milk 
or excretion in urine, between secretion in milk 
and excretion in urine, or between urine volume and 
niacin content. The low values for niacin in the 
urine are in agreement with the findings of most 
investigators. The urine ‘‘ niacin ’’’ values include 
niacinamide and any nicotinuric acid that may be 
present. The values determined for N/-methy]l- 
nicotinamide in the urine of the nursing mothers 
averaged 3.5 mg. per day. The totals of the niacin 
in the milk and urine, and the niacin equivalents 
from N/-methylnicotinamide in urine, account for 
approximately 26 per cent of the intake, on the 
average. The 74 per cent of the food niacin un- 
accounted for would strongly indicate either the 
complete breakdown of a large fraction of the 
exogenous niacin by the body or the presence in 
urine of end-products of niacin metabolism which 
have not been recognized. Joseph Parness 


803. The Effect of Follicular Hormone on _ the 
Breast in the Puerperium. (Uber die Wirkung des 
Follikelhormons auf die puerperale Milchdriise. ) 

Py K. Branps. Zbl. Gynik., 69, 573-577, 1947: 
4 hgs. 

Satisfactory inhibition of lactation was obtained 
by the intravenous injection of oestradiol disodium 
phosphate in two series of cases: (1) 23 cases where 
suckling had not occurred. Doses of 10 mg. of the 
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hormone given from once to 3 times sufficed to stop 
lactation. (2) 11 cases, in which suckling had 
occurred. In these cases the breast was regularly 
emptied of milk either by suckling or by use of 
the breast-pump. Here doses of 30 to 60 mg. com- 
pletely arrested lactation, while doses of up to 15 
mg. merely diminished the secretion. Employment 
of the latter dose in cases of incipient mastitis is 
therefore suggested. S. S. B. Gilder 


804. Meprane: An Effective Estrogen for Inhibition 
and Suppression of Lactation. 

By D. Coutton. Amer. J]. Obstet. Gynec., 54, 
289-295, Aug. 1947. 10 refs. 

The author states that ‘‘ an oestrogen may be 
judged by the incidence of toxicity or side-effects, 
the effectiveness or certainty of inhibition and 
suppression of lactation, the speed of relief from 
symptoms afforded, and the duration of treatment 
required ’’’. By these standards a new synthetic 
oral oestrogen, ‘‘ meprane’’, has been studied in 
183 cases. Only those women were treated who 
were unable to feed their infants or in whom 
suppression of lactation was indicated. The results 
were graded as excellent, satisfactory, fair, or failed. 

It was soon apparent that a total dose of 12 mg. 
must be given in order to obtain optimum results 
without regard to whether treatment was begun 
before or after the onset of lactation. All the 8 
failures were in multiparae; in 1 of these there was 
a recurrence of lactation. Thus, in 150 patients 
given 12 mg. over a period of 3 to 5 days the results 
were excellent in 94.7 per cent, and satisfactory 
in 4.7 per cent. The only supplementary form of 
treatment was the occasional use of ice-bags on the 
breast for 12 to 24 hours, The patients were 
examined daily for toxic effects, particularly gastro- 
intestinal disturbances. Urine analysis was carried 
out, and haemoglobin, non-protein nitrogen, and 
total protein were estimated at the beginning and 
end of treatment. There was no clinical evidence of 
toxicity. 

The effects of meprane were compared with those 
of other oestrogens; meprane appeared to be 
definitely superior, and a higher percentage of 
excellent resuits was obtained. The short time over 
which treatment was required and complete lack of 
unpleasant sequelae were additional advantages. 

G. Gordon Lennon 


805. Inhibition of Lactation after Abortion and 
Stillbirth. (Laktationshemmung nach Fehl- und 
Totgeburt. ) 

By E. ANToNow!tscH. Geburtsh. u. Frauen- 
heilk., 8, 227-229, Jan. 1948. 


THE INFANT. 
806. A New Form of Dressing for the Umbilicus. 
(Une nouvelle méthode de pansement ombilical.) 
By C. Prrson and E. pE DoncKER. Bruxz.-méd., 
28, 204-206, Jan. 25, 1948. 
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807. Birth Injury as a Cause of Squint. 
Geburtstrauma als Ursache des Schielens.) 

By O. HEINONEN. Acta ophthal., Kbh., 25, 
19-28, 1947. 22 refs. 

It is generally recognized that heredity plays an 
important part in the aetiology of squint, and that 
cerebral birth injury may also be a factor. Fusion, 
which is not fully developed till the age of five years, 
is regulated by cerebral centres, and it is suggested 
that these centres are affected in the birth injury. 
The author holds that, as in other affections of the 
brain, the birth injury may simply be the precipita- 
ting factor in an individual with hereditary 
predisposition. Eugene Wolff 


(Das 


808. Paradoxical Contractions of the Muscles in 
Obstetric Paralysis of the Brachial Plexus. (Contrac- 
tions paradoxales des muscles au cours des paralysies 
obstétricales du plexus brachial (troubles de la 
synergie) .) 

By J. Leveur, P. Le Coeur, J. LEFEBvVRE, and 
J. Lericgue. Rev. Orthopéd., 33, 305-311, July- 
Sept. 1947. 5 figs. 

The electromyographs of several groups of 
muscles around the shoulder in cases of obstetrical 
paralysis have been studied, and four sets are 
reproduced. In obstetrical paralysis every muscle, 
whether clinically completely paralysed or not, is 
susceptible to faradic stimulation, and this distin- 
guishes the condition from other paralyses. In 
addition there is a disturbance of the synergic action 
of muscles which manifests itself by an imbalance 
between the agonist and the antagonist. Records 
are shown of the triceps—biceps balance, and the 
deltoid—teres major balance. While in the normal 
arm contraction of the deltoid results in inhibition 
of the teres major and the latissimus dorsi, in an 
arm injured by obstetrical paralysis (type not speci- 
fied) action currents are to be found in the 
antagonists, and actual contraction of the teres 
major can be seen. Similarly in the infraspinatus 
and subscapularis, and the biceps and triceps, an 
abnormal activity in the antagonist can be noted. 
The loss of function in obstetrical paralysis is not 
only due to the loss of muscle action but to the 
profound disturbance of muscular synergism, which 
reduces considerably the efficacy of muscles that 
contract, typically shown in the ‘‘ phenomenon of 
the teres major ’’. 

[The loss of proprioceptive information with loss 
of muscle function is inherent. It is not clear from 
this paper whether these currents of action are due 
to disturbed proprioceptive mechanism or to a new 
muscle pattern of synergism imposed on the 
shoulder-girdle in the effort to compensate for 
muscular weakness. | J. G. Bonnin 


809. Congenital Defects in a Year of Epidemic 
Rubella. 

By R. E. Oser, R. J. M. Horton, and R. F. 
FEEMSTER. Amer. J]. publ, Hlth., 37, 1328-1333, 
Oct. 1947. 6 rets. 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


In 1941 Gregg drew attention to the fact that 
congenital cataract may occur in infants whose 
mothers have contracted rubella while pregnant. 
Later several writers described other iniantile 
abnormalities attributable to maternal rubella. 

In 1946 the Department of Public Health of 
Boston, Massachussetts, U.S.A., carried out a 
survey of the State to determine the relation 
between pregnancies complicated by rubella and 
the incidence of defective children among the chil- 
dren born. The year 1943 was chosen because 
35,000 cases of rubella were notified in that year, 
nearly twice the usual number. About 3,000 
women between the ages of 17 and 49 came within 
the scope of the inquiry. A short questionary 
circulated to each woman asked whether she had 
been pregnant during her attack of rubella, what 
stage the pregnancy had reached, and whether the 
child had been normal, At the same time some 
6,000 doctors were asked for information about any 
cases they had encountered in 1943. 

From individual questionaries 54 cases were 
reported; infantile abnormalities were found in 8 
of these cases and abortion or stillbirth occurred 
in 9. Rubella was contracted during the first 3 
months of pregnancy in 11 out of the 17 abnormal 
cases. Doctors have so far reported 9 pregnancies 
among their patients with rubella in 1943. In only 
3 cases was the child normal and 8 of the women 
had their attack of rubella in the first 3 months 
of pregnancy. The congenital abnormalities were 
cataract, microcephaly, heart lesions, deafness, and 
strabismus; feeding difficulties were also observed. 
The authors are careful to point out that the defects 
were not all necessarily the result of maternal 
rubella. In order to acquire the fullest data it would 
be essential to observe every case from the onset 
of the infection. It is pointed out also that there 
are no good grounds for believing that pregnant 
women are more prone to rubella in the first 3 
months than they are in the later months. Several 
other infectious diseases cause congenital abnor- 
malities, but no statistics are available, except for 
poliomyelitis. When this disease complicates preg- 
nancy the first 3 months are again the most 
dangerous. The proportion of abortions and still- 
births resulting is higher than in cases of rubella 
while the proportion of defectives is lower. Further 
surveys of this kind, more detailed in character, 
would be, valuable not only in relation to rubella 
but also for other communicable diseases. The 
results would have to be compared with statistics 
of abnormal infants in uncomplicated pregnancies 
before definite conclusions could be drawn. 

T. E. Graham 


810. Congenital Skin Defects on the Scalp of the 
Newborn Infant. (Ueber kongenitale Hautdefekte am 
Schidel Neugeborener. ) 

By W. Watz. 
1 fig., 22 refs. 


Zbl. Gynak., 69, 555-558, 1947- 
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Since 1924, the author has only encountered 4 
examples of a typical skin defect on the scalp which 
he described in that year. The defect is present at 
birth, median, either round or oval, small, and has 
a punched-out edge. It heals in a few weeks’ time, 
but in one case a rodent ulcer developed later. at 
the site. S.S. B. Gilder 


811. Congenital Atresia of Intestine and Colon. 

By W. J. Ports. Surg., Gynec. Obstet., 85, 
14-19, July 1947. 9 figs., 6 refs. 

Up to twenty years ago recovery after operation 
for congenital atresia of the bowel was extremely 
rare, Earlier diagnosis, chemotherapy, and 
improved technique have contributed to a higher 
percentage of recoveries. The prognosis is good for 
a full-time infant, normal except for atresia of the 
bowel, operated upon on the third or fourth day 
of life. 

Vomiting is the main early symptom, on the first 
or second day according to the level of obstruction, 
and is persistent. By the third day the vomit is 
greenish-brown with a foul odour. Distension 
varies with the level of obstruction. Gastric 
peristaltic waves from left to right are seen with 
duodenal atresia. Intestinal patterning is visible 
with lower obstructions. The abnormality of the 
stool is recognizable but not impressive; the stool 
is light green, very small in amount, and contains 
mucus instead of tarry meconium, X-ray examina- 
tion is of great value, especially with the infant 
upright. If obstruction is present, widely distended 
loops of bowel showing fluid levels will be seen, 
and these will indicate whether the obstruction is 
high or low. Positive differentiation of duodenal, 
ileal, or colonic obstruction is impossible. Adminis- 
tration of barium is condemned as unnecessary and 
dangerous. Physical examination for other abnor- 
malities and rectal examination for patency should 
be carried out. 

Pre-operatively, parenteral fluid «is usually 
essential, and isotonic saline 10 to 15 ml. per pound 
(0.45 kg.) of body weight is given intravenously 
each 24 hours, with dextrose solutions in 5 to 10 
per cent concentrations to bring the fluid intake 
for 24 hours up to 50 to 75 ml. per pound of body 
weight. The administration is begun before and 
continued after operation. Small blood transfusions 
(50 to 75 ml.) and plasma are used as indicated. 
The stomach is completely emptied by a No. 10 F 
catheter through the nose; all fluid is removed by 
suction with a syringe. The tube is left in during 
the operation, after which it is attached to a 
Wangensteen suction apparatus, 

Open ether is the most satisfactory anaesthetic. A 
vertical right rectus muscle-splitting incision is 
made and distended loops of bowel are allowed to 
escape. The collapsed undeveloped bowel distal 
to the obstruction is about the size of a slate pencil, 
and is followed downwards in search of other points 
of atresia, A fine hypodermic needle, with syringe 
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filled with salt solution, is injected into its lumen 
beyond the site of atresia. If the fluid can be 
followed to the rectosigmoid, patency has been 
demonstrated. A large-calibre needle attached to 
a 50-ml. syringe is inserted into the distended 
bowel at the point where incision is to be made for 
anastomosis. Aspiration of air and meconium 
allows the wall to collapse and makes anastomosis 
easier. This is carried out by a side-to-side method 
between proximal and distal loops. No. ooo0o 
‘‘deknatel’’ braided silk on a curved No. 9 
atraumatic needle is used for the serosa. A fairly 
long cut is made in each loop of bowel, and a run- 
ning over-and-over stitch is used for the mucosa 
with the same material or with No. ooo0o0 chromic 
catgut on an atraumatic needle. The peritoneum 
and posterior sheath of rectus are closed with No. 
ooo chromic catgut, the anterior sheath with inter- 
rupted No. oooo deknatel silk sutures. Upon the 
infant’s return to its crib, 50,000 units of penicillin 
are given, followed by 10,000 units every 3 hours. 
The suction catheter is used for 48 hours. The 
necessary amounts and types of fluid are continued 
intravenously. The catheter is removed on the 
third day after operation and a routine ‘‘ post- 
pyloric ’’ regimen is begun. 

During the past 6 months 5 patients have been 
operated upon: 1 with atresia of the duodenum, 
3 of the ileum, and 1 of the colon. There was 1 
death. G. O. Chambers 


812. Quinine and Congenital Injuries of Ear and 
Eye of the Foetus. 

By C. W. F. WinckeEL. J. trop. Med. Hyg., 51, 
2-7, Jan. 1948. 3 figs., 13 refs. 


813. Congenital Malformations Induced in Rats by 
Roentgen Rays. Skeletal Changes in the Offspring 
following a Single Irradiation of the Mother. 

By J. Warkany and E. SCHRAFFENBERGER. 
Amer. J]. Roentgenol., 57, 455-463, Apr. 1947. 6 
figs., 20 refs. 

The lumbo-sacral regions of 144 pregnant rats of 
the Sprague-Dawley strain were given single 
exposures to 100 kV X-rays under ‘‘ nembutal ”’ 
anaesthesia. The rats were divided into 7 groups 
of unequal size, one group being irradiated on each 
of the roth to the 16th days of pregnancy. The 
doses varied between 190 and 1,120 r. Pregnancy 
continued to term in 98 rats, 622 young being 
obtained. Of these 485 showed skeletal abnor- 
malities. Abnormalities were sometimes visible on 
inspection of the rats, and sometimes observed only 
after clearing the skeletons. Defects in the bones 
of the skull, cleft palate, shortness of the mandible, 
and malformation of the ribs, long bones, and tail 
were noted. Variations in the deformities in the 
same litter were found. The authors claim that a 
pattern is discernable in the deformities noted after 
irradiation on different days of pregnancy. Skull 
deformities occurred after exposure on the roth, 
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12th, and 13th days, rib changes only on the 15th 
and 16th days. Cleft palate was observed on every 
day except the 11th, its incidence being highest on 
the 15th. Fingers, toes, and tail were affected on all 
days, while formation of a humero-radius occurred 
only after irradiation on the 13th day. 

[The problem of the effects of irradiation of the 
foetus in utero is of great interest to radiologists, 
and probably the most important point made by 
the authors is the high percentage of skeletal abnor- 
malities produced in the experiment. The total 
sample involved is large enough for the 78 per cent 
of abnormalities to have significance. The 25 per 
cent resorption rate is also interesting. 

Two factors of importance in the causation of 
abnormalities are the dose of radiation employed 
and the day of pregnancy when it is administered. 
Unfortunately the authors have varied both these 
factors, and do not make it clear whether they 
investigated the effect of different doses system- 
atically for each day of irradiation. It would be 
reasonable to expect considerable difference 
between the effects of 200 r and of 1,000 r._ Pre- 
sumably the doses stated were the “‘ in air’’ doses 
at the portal of entry: it would perhaps have been 
more interesting to compare the estimated actual 
doses in view of the low filtration of the beam, It 
is open to question whether the claim for a pattern 
of abnormalities can be accepted unreservedly, in 
view of the smallness of the samples and their 
variations in size. Moreover, it would appear that, 
in comparing the effects of irradiation on different 
days, samples irradiated to different doses have 
been employed. The problem is one of great im- 
portance and might usefully be the subject of 
further detailed study. ] John R. Nuttall 


814. Nephrogenic Diabetes Insipidus: Transmitted 
by Females and Appearing during Infancy in Males. 
By R. H. Wittiams andC, HENRY. Ann. intern, 
Med., 27, 84-95, July 1947. 1 fig., 12 refs. 
Diabetes insipidus was observed in 7 members 
of one family in 5 generations. All were males 
and transmission was by females. The onset was 
soon after birth. One case was examined in full, 
and hospital records of 2 others were obtained. 
The patient, examined at 35 years of age, had 
begun to suffer from polyuria when 1 month old. 
Subsequent growth was only mildly impaired. 
No albuminuria was detected. The daily volume 
of urine was 8 to 24 litres (average 10 litres). With- 
holding water for 7 hours led to circulatory 
collapse on 2 occasions. There were no other 
symptoms save mild headaches. The skin was very 
unusual, being dry, scaly, and parchment-like. 
Systolic blood-pressure varied from 130 to 175 mm. 
Hg, and diastolic from 80 to 125 mm. General 
clinical examination revealed no abnormality in 
heart, lungs, abdomen, nervous system, gonads, 
thyroid, or pubic hair. Blood chemistry was nor- 
mal, and the basal metabolic rate +26 per cent. 
A blood-sugar curve suggested a mild diabetes 
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mellitus, but there was no glycosuria. Slight 
insulin resistance was also revealed. Excretion of 
17-ketosteroids was normal. Neither desoxy- 
corticosterone acetate nor adrenal cortical extract 
had an effect on the polyuria, and 1 ml. of pitressin 
tannate in oil did not influence the polyuria but 
caused a rigor and fever. A violent local reaction 
followed intradermal injection of pitressin. De. 
sensitization to pitressin did not remove the resis- 
tance to its antidiuretic action. Experiments on 
rats did not give evidence of any unduly rapid 
destruction of pituitrin in the body. Renal function 
tests showed poor phenolsulphonphthalein excre- 
tion, urea clearance being 39 to 47 per cent of 
normal. Mannitol clearance tests showed an almost 
normal glomerular filtration rate. Glucose resorp- 
tion was normal but tubular excretion of 
‘““ diodrast ’’ was reduced. Of the 7 sufferers 4 
were known to have impaired renal function, and 
blood-pressure was raised in the 3 subjects in whom 
it was measured. A congenital defect in the loop 
of Henle and distal convoluted tubule is postulated. 
C. L. Cope 


815. Airblock in the Newborn Period. 
By G. W. Satmon. New Orleans med. surg. ]J., 
100, 253-258, Dec. 1947. 3 figs., 9 refs. 


816. Myocardial Infarction in the Newborn Infant. 

By R. M. RavicHand P. Rosensratr. J. Pediat., 
31, 266-273, Sept., 1947. 4 figs., 15 refs. 

Two cases of cardiac infarction in the newborn 
infant are described. The first case was in a male 
negro infant which died 2 days after birth. There 
was a large area of infarction involving the entire 
thickness of the interventricular septum with 
necrosis of the muscle fibres, haemorrhage, oedema, 
and infiltration of the affected area with poly- 
morphonuclear leucocytes. Within and about the 
region of infarction several branches of the coronary 
arteries showed thickening, fragmentation, and 
fibrosis of the media. Many of the arteries and 
veins were thrombosed. A _ chronic fibrosing 
pancreatitis was also present, but there was no other 
evidence suggestive of syphilis. Special stains 
failed to reveal spirochaetes, and the maternal 
Wassermann reaction was negative on two occa- 
sions. It is concluded that the condition was 
probably due to intrauterine infection oi fairly 
long-standing affecting the small arteries of the 
heart, lungs, and pancreas. 

The second case was in a white infant which died 
10% hours after birth. The infant was delivered 
as a footling breech. The first and second stages of 
labour lasted 4 hours 20 minutes. Pituitrin was 
administered to stimulate labour. The infant was 
cyanotic and the respirations were depressed but 
the heart beat was regular. At necropsy an infarct 
measuring 2.3 x 1.5 cm. was found in the posterior 
wall of the left ventricle. It was haemorrhagic but 
the centre was yellow and soft. A thrombus was 


present in a vein in the region of the infarct. The 
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pathogenesis is considered to be obscure; possible 
mechanisms are: (1) the direct action of pituitrin 
on the infant’s coronary circulation slowing the 
blood flow and causing thrombosis; or (2) exces- 
sive pressure on the after-coming head due to force- 
ful uterine contractions produced by pituitrin, 
causing increased intracranial pressure and leading 
to vasoconstriction. Four other cases of cardiac 
infarction in infancy have been recorded, the 
youngest child being an infant of 7 weeks. The 
present 2 cases are the first recorded in newborn 
infants. F. A. Langley 


817. A Case of Meconium Ileus. 
By H. G. Riscusietu, Clin. Rep. Adelaide Child. 
Hosp., 1, 60-63, Nov. 1947. 1 fig., 16 refs. 


818. New Ideas on the Prophylaxis and Treatment 
of Diarrhoea in Infants. (Nové nazory na profylaxi a 
létbu prujmovych onemocheni kojencu.) 

By J. Svejcar. Cas. Lék. &es., 86, 725-731 and 
757-760, June 20 and 27, 1947. 6 figs., 11 refs. 

The views on the pathogenesis of infantile 

diarrhoea have changed during the last 30 years. 
Originally interpreted as a primary disease of the 
intestinal tract, it was later regarded as due to 
disorders of nutrition and especially artificial feed- 
ing. This creates a predisposition to the disease 
by overtaxing the infant’s digestive capacity. 
Studies of the intestinal flora in the healthy and in 
the sick infant threw new light on this question. 
A bacterial invasion of normally sterile parts of 
the intestinal tract, either from outside or by endo- 
genous ascent from its lower sections, was eventu- 
ally held responsible. The reduced incidence of 
gastro-enteritis and the shifting of the seasonal 
peak from the summer to the winter months—the 
time of the highest rate of catarrhal infections—in 
countries with a high standard of milk production 
provides further proof of the bacterial origin of the 
disease. On this conception the author treated 217 
cases of infantile diarrhoea with sulphonamide 
and penicillin, 
_ Eight groups of cases are distinguished : newborn 
infants (26), premature infants (26), cases of enteral 
and of parenteral infection, with (25 and 37 cases 
respectively) and without toxic symptoms (30 and 
60 cases respectively), cases of colitis (16) and 
relapsed cases (5). The rate of breast-feeding, 
including newborn, premature, and partly breast- 
fed babies, was 44 per cent. 

The reported results are striking: the total mor- 
tality rate was only 5.9 per cent (13 cases, not 
including 2 patients admitted in a moribund con- 
dition). This low rate is remarkable in view of the 
inclusion of newborn and premature babies and of 
cases of severe toxaemia and dehydration. The 
telatively highest death rate was encountered in 
the cases of parenteral diarrhoea with toxic symp- 
toms. The most frequent fatal complication was 
pyodermia, followed in importance by broncho- 
pneumonia and by otitis media. Irrespective of 
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age and condition the treatment consisted in the 
administration of sulphaguanidine and “‘ sulpha- 
suxidine’’, with an initial daily dose of 2.5 g. 
(10x 0.25 g.), reduced to half this amount on each 
of the following 4 days. It was combined with 
penicillin therapy (a total daily dose of 40,000 I.U. 
in 8 injections) in newborn and premature infants, 
and in severe parenteral infections with pronounced 
toxic symptoms and lapsed cases. In many of these 
cases blood transfusion and intravenous drip 
infusions were administered. Diet was of secondary 
importance because quick rehydration, improve- 
ment in the consistency of stools, and consequently 
re-alimentation, could be achieved in 2 to 6 days. 
The longest hospital treatment (mean, 17.9 days) 
was required in the group of parenteral diseases with 
toxic symptoms. The shortest stay in hospital was 
24 hours in a breast-fed baby. On the average, 
stay in hospital lasted 8.7 days. The cases of 
colitis showed the slowest response to treatment, 
but there, too, the general condition usually im- 
proved in 5 days. 

The author concludes that combined sulphona- 
mide and penicillin treatment eliminates existing 
parenteral infections before localization occurs, and 
prevents superinfection. The sulphonamides, by 
their action on Bacterium coli in the intestinal 
tract, prevent the decomposition of penicillin by 
penicillinase. Simultaneously, the resorption of 
toxic products of metabolism may be inhibited. 

The wide use of dried milk products in infant 
feeding is considered an important factor in the 
prevention of gastro-enteritis, because of their 
bacterial sterility and easier assimilation. A graph 
shows the resemblance of the amino-nitrogen level 
in the blood after ingestion of half-strength dried 
milk to the level after the intake of breast-milk, 
whereas half-strength cow’s milk produces a rather 
different curve. The favourable effect of sulpha- 
guanidine, given at the onset of diarrhoea without 
alteration in feeding, on the patient’s weight is 
tabulated in 2 cases. Penicillin has a similar effect. 

M. Dynski-Klein 


819. Gastro-enteritis of Unknown Aetiology. An 
Outbreak in a Maternity Unit. 

By G. T. Cook and B. P. Marmion. Brit. med. 
J... 2, 446-450, Sept. 20, 1947. 3 figs., 22 refs. 

This is an account of an outbreak of diarrhoea in 
an Oxford maternity unit. The attack started on 
July 7th, 1946, and was still in progressin June 1947. 
The disease affected mothers, staff, and babies. It 
was characterized in adults by diarrhoea, mild 
pyrexia, a watery stool of light-yellow colour, and 
in some cases by neutropenia. The babies passed 
loose green stools and had excoriation of the 
buttocks. The incubation period was from 1 to 
3 days. 

Laboratory investigation of stools on 77 occasions 
failed to reveal salmonellae, shigellae, paracolon 
organisms or protozoa. Serological investigations 
included the testing of acute and convalescent 
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phase sera for heterophil agglutinins (4° and 37°C.) 
to red cells of horse, rabbit, chick, rat, guinea-pig, 
and sheep; for ‘‘ cold ’’ agglutinins to human Group 
O cells; and for a rise in the agglutinin titre to 
influenza viruses A and B. All serological tests were 
negative. The remaining aetiological possibilities 
are infection with a bacterium of exacting growth 
requirements or with a virus. Epidemiological 
studies suggest that new admissions could have been 
infected from overt, atypical, or convalescent cases 
of gastro-enteritis or from carriers of the disease 
in the staff. Infection of infants in a common 
nursery might account for sporadic cases among 
mothers in different wards in the unit. 
Geoffrey McComas 


820. H. influenzae Meningitis in Infants treated with 
Penicillin and Sulphonamides. 

By B. Gortiies, C. C. Forsytu, and E. N. 
Attott. Lancet, 2, 164-166, Aug. 2, 1947. 4 figs., 
II reis, 

Haemophilus influenzae, a Gram-negative bacil- 
lus, was at first regarded as being insensitive to 
penicillin, but experience has shown that the 
Pittman type B strains, which cause influenzal 
meningitis in young children, vary considerably in 
their sensitivity to penicillin, although all are con- 
siderably less sensitive than the standard Oxford 
strain of staphylococcus. In this article 4 cases are 
described. In the first case 120,000 units of peni- 
cillin intramuscularly and 30,000 units intrathecally 
per day, with sulphadiazine, did not control the 
infection and the infant died. The organism was 
insensitive to 10 units per ml. In the second case 
the organism was also reported insensitive to 
penicillin. Nevertheless, the authors tried daily 
intrathecal injections of 50,000 units pure crystal- 
line penicillin, and daily intra-muscular injections 
of 960,000 units (120,000 units 3-hourly). After 
4 days there was striking improvement, and after 
2 weeks the child was afebrile and the spinal fluid 
sterile. The child recovered completely. In the 
third case the infant was given from the start of 
treatment 360,000 units penicillin intramuscularly 
and 30,000 to 50,000 units penicillin intrathecally 
daily, together with sulphadiazine. The intrathe- 
cal injections were stopped after the ninth injection 
had caused convulsions, but the intramuscular 
penicillin was continued for 18 days. Recovery was 
complete. The organism from this case was in- 
sensitive to 10 units but sensitive to 100 units 
penicillin per ml. In the fourth case 360,000 units 
intramuscularly with 50,000 units penicillin intra- 
thecally, together with sulphamezathine, proved 
insufficient. The child relapsed on the 11th day 
of treatment and 960,000 units were given intra- 
muscularly daily for 32 days. A second relapse 
appeared to be associated with cessation of the 
intrathecal penicillin for a few days. Accordingly, 
intrathecal injections were resumed for some 10 
days more. The child recovered. The sensitivity 
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of the organism to penicillin was probably between 
10 and 100 times less than the sensitivity of the 
Oxford strain of staphylococcus. 

[The authors appear to have made out a prima 
facie case for the use of massive dosage of penicillin, 
combined with maximal dosage of sulphadiazine, 
the remote risk of convulsions after the intrathecal 
injection seems justifiable in such an intractable 
disease as influenzal meningitis. The sensitivity 
of the organism to penicillin in vitro should be tested 
in much higher concentrations than 10 units per 
ml. It is rightly suggested that the use of specific 
anti-influenzal type B rabbit serum may make such 
massive dosage unnecessary, but at present this 
serum is almost unobtainable in Britain. | 

H., Stanley Banks 


821. Pseudosinusitis of the Newborn and of Infants, 
(La pseudo-sinusite du nouveau-né det du nourrisson.) 

By G. Orrret and J. Meaux. Arch. Ophial., 
Paris, 7, 250-276, 1947. 3 figs., 55 refs. 

The authors describe an acute inflammatory 
condition involving the region of the superior 
maxilla in newborn children and infants and often 
accompanied by ocular signs; it is seen by the 
ophthalmic surgeon. The presence in some cases 
of nasal symptoms has led to the diagnosis of 
pseudo-sinusitis. 

On grounds of embryology, anatomy, patho- 
genesis, and clinical evolution it can be proved that 
the condition is an infective osteomyelitis of the 
maxilla of dental origin. In the newborn and in 
infants the maxillary antrum is relatively small and 
segregated from the alveolar border of the maxilla 
by 3 or 4 mm. of bone. If the sinus were the pri- 
mary focus of the infection an abscess might be 
expected to form, opening into the nose and not 
through the dental follicles and alveolar border 
which, in fact, are the seat of suppuration, necrosis, 
and sequestrum formation. Clinically the typical 
phases of an osteomyelitis are observed, the seat 
of which seems to be the dental follicles and the 
anterior surface of the maxilla. 

Sometimes there are no nasal mani-estations, but 
ocular signs appear in the form of chemosis, 
exophthalamos, and oedema of the lids and of the 
region of the lacrimal sac, possibly with the for- 
mation of an abscess and fistula. The diagnosis 1s 
made by inspection of the condition of mouth. The 
prognosis for the eye is much more favourable than 
that for the life of the child, but a mortality-rate of 
70 to 80 per cent has been reduced by the use of 
sulphonamides to between 30 and 50 per cent, It 
is probable that this rate will be still further mm 
proved by penicillin. A. J. Ballantyne 


822. Diagnosis and Treatment of Septicaemia in the 
Newborn. [In Russian. } 

By M. I. Ovevsxy and A. F. Zetinsky. Akush. 
Ginec., 6, 32-37. 1947. 
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823. Prematurity. (Prematuridade.) 
By V. Monetti.. Rev. Ginec. Obstet., 2, 791- 
808, Nov. 1947. 20 refs. 


824. The Incidence of Premature Births. [In 
English. ] 

By C.-E. Ratna. Ann. Med. intern, fenn., 36, 
619-629, 1947. 1 fig., 9 refs. 


825. On the Red Blood Picture of Premature Infants 
in their First Hours of Life. [In English. ] 

By R. WEGELIus. Ann. Med. intern, fenn., 36, 
173-777 1947. 14 refs. 


826. The Effect of Blood Transfusions on the Peri- 
pheral Red and White Blood Picture in Premature 
Infants. 

By A. YLIRUOKANEN. Ann, Med. intern. fenn., 
36, 781-793, 1947. 3 figs., 39 refs. 


827. Importance of the Adrenal Cortical Hormone 
in Rearing the Premature Infant. (Uber die Bedeutung 
des Nebennierenrindenhormons fiir die Aufzucht der 
Friihgeborenen. ) 

ByM. Fuxkas. Gynaecologia, Basel, 124, 11-23, 
July, 1947. 2 figs., 25 refs. 

The author discusses the high stillbirth and neo- 
natal death rates in premature infants and the 
causes of prematurity. He points out that in some 
cases premature birth may be prevented by efficient 
antenatal care; in others the cause is either un- 
known or cannot be effectively treated; for 
example premature rupture of membranes and 
hydramnios, 

The physiological state of the premature baby 
issimilar to that of the young animal whose supra- 
tenals have been removed—that is, temperature 
islow; subcutaneous, liver, and muscle fat is absent; 
and the blood sugar is low. The author considers 
that the suprarenals show marked physiological 
activity during intrauterine life, the stimulus being 
supplied by the maternal anterior pituitary hor- 
mone. He quotes as evidence for this statement the 
clinical observation that the pregnant woman with 
Addison’s disease improves during the second half 
of pregnancy, and the experimental observation 
that pregnant animals whose suprarenals are 
temoved about the middle of pregnancy maintain 
their state of health for the remainder of the 
pregnancy but their condition deteriorates rapidly 
after delivery. The premature child has been 
deprived of this suprarenal stimulus at an early 
period of its life, before it can satisfactorily main- 
tain its heat regulation, the absorption and deposi- 
tion of fat and storage of glycogen. 

A short report is given of the good results 
obtained in 30 premature infants (17 boys and 13 
gills) given 5 mg. corticosterone intramuscularly 
every other day. The average weight loss in 6,155 
untreated premature infants was 7.31 per cent and 
their birth weight was regained in 12 to 1 5 days; 
in the 30 treated babies the average weight loss 
was 4 per cent and the birth weight was regained 
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in 4 to 6 days. Temperature was also favourably 
influenced by corticosterone; in the untreated cases 
it was 30° to 35°C. while in the treated it was 35° 
to 37°C. Gladys Dodds 


828. Experiences with Dietetic Therapy in Very 
Small Premature Infants (Birth-weight under 2 kg.) 
(Ernahrungstherapeutische Erfahrungen bei der Auf- 
zucht sehr kleiner Friihgeburten (Geburtsgewicht von 
2,000 g. an abwarts) .) 

By A. Hotz. Praxis, 37, 128-131, Feb. 19, 1948. 
3 figs., 11 refs. 


829. Foetal and Neonatal Mortality. Prophylaxis 
in Premature Infants. (Nati e neo-mortalidade. 
Profilaxia através dos prematuros.) 

By C. Correa Da Costa. An. brasil. Ginec., 12, 
405-422, Dec. 1947. 

830. Reduction of Mortality from Premature Birth. 
Some Practical Measures. 

By L. A. Kocu, C. A. WEyYMULLER, and E. 
James. J. Amer. med. Ass., 136, 217-221, Jan. 24, 
1948. 2 figs., 6 refs. 


831. Postmortem Observations in Twenty-two 
Premature Infants. 

By J. B. AREY. New Orleans med. surg. ]., 100, 
258-262, Dec. 1947. 


832. Icterus Neonatorum and Iron Metabolism. 
(Icterus neonatorum und Eisenstoffwechsel.) 

By K. J. ANSELMINO and F. Horrmann. ZODI. 
Gynik., 69, 529-532, 1947. 17 refs. 

The authors restate their views on the origin of 
icterus neonatorum. They consider that the 
erythrocyte destruction involved is a response to 
a change in oxygen content of the foetal blood which 
begins with the onset of labour and not with the 
onset of respiration. The objection of Albers that 
the iron level in the foetal serum does not rise at 
birth is refuted, arrd it is pointed out that the blood 
destruction is not intravascular as in arsine poison- 
ing but takes place in the reticulo-endothelial 
system. This accounts for the more than twofold 
rise in iron content of the liver at birth. 

S. S. B. Gilder 


833. The Capillaries in Rachitic Infants before and 
after Treatment with Massive Doses of Vitamin D.,. 
(Il comportamento dei capillari del sangue nel lattante 
rachitico prima e dopo terapia con Vit. D, in dose.) 

By P. Nicoraj. Clin. pediat., Bologna, 29, 321- 
329, June 1947. 2 figs., 13 refs. 

The morphology, pressure, fragility, and permea- 
bility of the capillaries in a series of 13 rachitic 
infants were studied before, and 30 days after, 
treatment. The ‘‘ tonopsatiroscope’’ of Salvioli 
was used to observe the shape of the capillary loops 
and their state of spasm or relaxation and also, 
with the help of a contained inflatable air-cell; to 
determine the exact amount of pressure required 
to interrupt the blood flow. In order to measure 
capillary fragility a metal suction apparatus in 
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communication with a mercury manometer was 
applied to the outer surface of the lobe of the ear, and 
a pressure of —60 cm. was employed for 5 minutes. 
The number and size of capillary haemorrhages in 
this area were then observed under glass pressure. 
Capillary permeability was measured by determin- 
ing the time required for an oedema caused by the 
application of a pressure of —20 cm. of mercury 
to disappear. 

No abnormalities were observed in the morpho- 
logy of the capillaries beyond a slight narrowing of 
the afferent loops in 8 of the cases. This condiiion 
remained unchanged after treatment and was not 
considered to be related to the disease. In all the 
cases a low capillary pressure of 3.5 to 5.5 cm. of 
water was found; pressure returned to the normal 
level of 7 to 9 cm. after treatment. This low 
pressure was not in proportion to the blood-phos- 
phorus content, was not accompanied by capillary 
dilatation, and was considered to be due probably 
to an increased tonus of the para-sympathetic. 
Capillary resistance was normal or only slightly 
reduced in 12 of the cases, 1 case only showing 
marked decrease. After vitamin D, therapy 
capillary resistance increased in all those cases in 
which it had been low. Examination of capillary 
permeability showed absorption of the oedema 
within the normal time limit of 30 to 40 minutes in 
all the cases. H. Herlinger 


834. On the Prophylaxis of Hemolytic Disease of 
the Newborn. 

By D. H. Karitner. Amer. J. Obstet. Gynec., 
54, 1-17, July 1947. 11 figs., 20 refs. 

Most cases of haemolytic disease of the newborn 
can be diagnosed before delivery, but in spite of 
early diagnosis and treatment there is still a con- 
siderable mortality among infants born alive. The 
ideal is to treat the mother during pregnancy. 
This treatment could be directed at three objects: 
(1) Prevention by chemical means of completion of 
the antigen-antibody reaction. (2) The absorp- 
tion of the antibody as soon as it is formed 
by means of Rh haptene injections. (3) Inhibition 
of antibody by some immunological means. 

Following Wiener’s theory of ‘‘ competition of 
antigens’’, the author has unsuccessfully used 
injections of A and B specific substances in the last 
6 months of pregnancy. He considers that the 
second objective is not attainable at present. Three 
cases are presented, which have been treated with 
the first objective in mind, Ethylene disulphonate 
(‘‘ allergosil ’’) was employed; its use in allergic con- 
ditions had been based on the theory that it would 
act as an oxidation catalyst and thus restore to nor- 
mal the cellular carbohydrate metabolism which has 
been shown to be deranged in allergic states. The 
dose was 2 x 10-'° mg. of ethylene disulphonate in 2 
ml. distilled water. Weakly intramuscular injec- 
tions were given during the last 3, 4 and 6 months of 
pregnancy, respectively. In 2 of the cases there 
was an Rh incompatibility and in the third there 


was an O-A incompatibility. Two of the women 
had given birth previously to infants which died 
of haemolytic disease and 1 had had a stillborn 
infant in which there was presumptive evidence of 
erythroblastosis. After treatment all gave birth 
to live children, but 1 of these infants had haemo- 
lytic disease which responded to transfusion, The 
author had never previously found a fall in anti- 
body titre during pregnancy, demonstrable in 
these cases, except when the foetus died in utero, 
He discusses the cause of the fall, and suggests that 
the trauma caused by the injection of such an 
unphysiological solution into muscle tissue results 
in the liberation of an ‘‘ X ’’ substance which, when 
absorbed into the blood stream, would neutralize 
the circulating antibody. Alternatively, the 
‘*X”’ substance could attract the antibody to the 
site of the injury. 

[A much larger series of cases will have to be 
reported before any conclusion can be reached as 
to the efficacy of this treatment. The theoretical 
basis appears to be rather dubious and the dose 
homoeopathic. | Doreen Daley 


835. Blood Destruction in the Newborn. (Bloedaf- 
braak bij pasgeborenen.) 

By J. EncGeruHarpt. Maandschr. Kinderge- 
neesk., 15, 267-283, Aug. 1947. 4 figs., 17 refs. 

Destruction of a considerable amount of red cells 
with consequent production of relatively high 
quantities of bilirubin is a regular occurrence 
during the first 10 days after birth. The foetal 
circulation is poorly supplied with oxygen, and a 
compensatory erythrocytosis is therefore necessary; 
when the pulmonary circulation begins to {unction 
a certain number of red cells become superfluous 
and are subject to destruction. This hypothesis 
provides a physiological justification of the fact, 
but does not explain its mechanism. 

The author has studied the various factors in the 
blood of the newborn known or suspected to 
influence the integrity of the red cells. The most 
important of them is lysolecithin, a _ recog- 
nized haemolytic agent in the adult, formed 
at the expense of lecithin in the presence ot 
lecithinase. According to Bergenhem and Fahraeus 
(Z. ges. exp. Med., 1936, 97, 555) its formation in 
a quantity sufficient to produce haemolysis takes 
place in the spleen during the ‘‘ endopause ’’—that 
is, when the blood is at rest and when the erythro- 
cytes tend to assume a spherical form and to 
dissociate from the plasma. Erythrocytes about to 
undergo physiological haemolysis have a low 
erythrocyte sedimentation rate (E.S.R.). Since 
the E.S.R. in the newborn is also low—1 or 2 mm. 
in 1 hour—the author suspected the presence of a 
similar condition. Lysolecithin extracted from the 
blood of the umbilical cord by the method of Singer 
(Amer. J. med. Sci., 1940, 199, 466) was found to 
produce haemolysis in a 2 per cent suspension of 
erythrocytes in physiological saline at dilutions 
varying from 1 in 16 to 1 in 18, while lysolecithin 
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from a healthy adult’s blood was never active 
beyond a 1 in 16 dilution. 

It is known that the action of lysolecithin is 
inhibited by cholesterol. In the newborn both the 
cholesterol and the lecithin values are low, but the 
former is particularly deficient (average 69 mg. per 
roo ml.) and therefore the lecithin/cholesterol 
quotient is high, which is an indication of a haemo- 
lytic tendency, A further proof of the low inhibitory 

wer of the serum of the newborn was obtained 
in vitro by testing the action of equal quantities 
of lysolecithin on suspensions of erythrocytes in 
sera at various dilutions. The following table 
presents the results of this test: 





p ‘ ‘ 6% 
ac rr =| ees 
ge gflg 9 ees 

Serum % 8 g 8 y B Sng 
as ~ ol 2 Boa wy 

S 2. (elo) Gees Tis: 
=o oa oo] OO tt a 2 
Of |\“GiFG) Age 
(a) Umbilical cord 63 | 4.3| 2-2] 1 im 60 
(b) Adult ao “a 240 | 5.6 2.5 | I im 120 
(c) Nephrotic (A) ...}. 400 | 2.1 2.4 | I in 120 
(d) Nephrotic (B)_...| 1,450 | 1.2 2.1 | I in 200 


(e) Artificial mixture of | 
gpartsaand ti partd| 200 | 4.0 2.1 | I in 120 
(f) Artificial mixture of 
I part c and 1 part d 
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945 | 1.6| 2.3] 1 in 160 

It is pointed out that serum proteins also have 
an inhibiting action; this explains the apparent dis- 
proportion in the last column. Oestradiol, present 
in the body during the first 3 days after birth, was 
found to be another haemolysis-inhibiting factor. 
De Snoo (Ned. Tijdschr. Geneesk., 1941, 85, 3965) 
used it with success in cases of icterus gravis neona- 
torum, Jn vitro it inhibited the action of lysoleci- 
thin alone and also in conjunction with lecithinase 
—contained in the cobra venom used for the 
experiment. 

As a next step in this study bilirubin, cholesterol, 
and lecithin in the cord blood were determined. A 
diagram relating the values for cholesterol to those 
for bilirubin shows an inverse proportion. Another 
diagram demonstrates a direct ratio between the 
lipoid quotient and the bilirubin content. Com- 
parison between the two diagrams shows that the 
variations of the lipoid quotient are more closely 
related to those of bilirubin than are variations of 
the free cholesterol. 

In 30 children the blood content of bilirubin, 
cholesterol, and haemoglobin was determined on 
the second, fourth, sixth, and ninth days after 
birth. Lecithin was not estimated, because a 
greater quantity of blood would have been required. 
The cases were divided into two groups: those with 
a higher and those with a lower cholesterol content 
than the average at the time of birth. The follow- 
ing table shows that the values for bilirubin (in 
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mg. per 100 ml.) in the second group are constantly 
superior to those in the first : 
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The values for haemoglobin are higher in the first 
than in the second group, but the difference is much 
less marked than in the case of bilirubin. 

Variations in the inhibiting power of the serum 
during the first 10 days after birth were investi- 
gated in a certain number of children. Samples of 
serum, collected every second day, were added to 
a suspension of red cells in the presence of known, 
equal quantities of lysolecithin; 2 hours later the 
amounts of haemoglobin set free were determined. 
The result, represented graphically, shows that the 
curve of haemolysis descends as the age increases. 
The successive values for cholesterol (in mg. per 
100 ml.) between the second and the tenth days 
after birth are 58, 122, 96, 122, 125, 138. 

In order to corroborate in vivo the haemolysis- 
inhibiting action of oestradiol, 10 children were 
given an injection of 30,000 units on the first day 
of life. The following table shows the results: 











Cord Blood| Blood on 
4th day 

ot et ee a 

Sel gale alge 

£glagieelae 

S| 3 Lo be 

ree BS Go .« i.e 

Ww oo oo oo 

Ce MPalse|"e 

20 newborn (controls) se | GR | ag 81 | 4.9 
1o newborn injected with 

oestradiol... ues | 65 | 1.5 81 2.6 





There was only an insignificant increase ot 
haemoglobin in those treated with oestradiol, 
compared with those untreated. The number of 
reticulocytes—which in the controls fell between the 
first and the ninth days from 40 to 4 per 1,000— 
remained in those treated at the level of 40 to 50 
per 1,000. After the fourth day—that is, after 
elimination of oestradiol—a rapid increase of bili- 
rubin and even an obvious icterus were observed. 
Thus oestradiol does not check the physiological 
increase of bilirubin; it only postpones it. 

The following conclusions can be drawn from this 
study. The mechanism of blood destruction in the 
new-born is essentially similar to that of physio- 
logical destruction in the adult. Its agent is 
lysolecithin, found in the newborn in comparatively 
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large quantity. The action of lysolecithin is in- 
hibited during the first days of life by the rapidly 
dwindling oestradiol and by the rapidly increasing 
cholesterol. The progressive increase of cholesterol 
does not suffice to check blood destruction, owing 
to a simultaneous increase of lecithin and, conse- 
quently, of the lipoid quotient. The lipoid quotient 
determines ultimately the degree of haemolysis, 
A. Lilker 


836. Use of Rh-negative Mother’s Blood in Trans- 
fusions in Newborn Babies. 

By T. Hinton. Amer. ]. 
298-301, April 1947. 2 refs. 

The author deals critically with a report by 
Mayes (J. Pediat., 1946, 28, 69), who claimed that 
administration of blood by way of the umbilical 
cord at birth from an Rh-negative mother to her 
Rh-positive baby was helpful in cases of erythro- 
blastosis. The 78 cord transfusions reported by 
Mayes are discussed statistically. Three out of 78 
babies who were delivered from Rh-negative 
mothers and transfused with their mother’s blood 
at birth developed erythroblastosis. Mayes con- 
sidered this figure to be low, and concluded that 
‘‘the mothers’ blood seemed to agree with the 
babies ’’. Basing his views on accepted statistical 
figures on the incidence of Rh-negative children 
with Rh incompatibility, the author states that in 
only 25 of the 78 Rh-negative births reported by 
Mayes was the genetic arrangement which might 
lead to erythroblastosis to be expected. Further- 
more, it is known that of these 25 only about 10 
per cent should develop the disease. Therefore it 
would be expected that only 2 or 3 children in 
Mayes’s series should actually have shown signs of 
erythroblastosis. This, in fact, occurred regardless 
of the maternal transfusion. From those data it is 
clear that the transfusion of the mother’s blood did 
not forestall the erythroblastosis. Moreover, it is 
emphasized by the author that the transfusion of 
the mother’s blood when it contains a high titre 
of anti-Rh agglutinins may be unsafe. 

[This critical paper is of value in clearing up the 
confusion caused by the theory of Mayes, which 
contradicts the accepted present views on the rhesus 
factor. | Kate Maunsell 


837. A Study of Four Cases of Normal Rh Positive 
Infants Born to Sensitized Rh Negative Women. 

By J. Howarp, S. P. Lucta, and M. L. Hunt. 
West. J. Surg., 55, 401-406, July 1947. 1 fig., 9 
refs. 

Four cases are presented of normal Rh+ infants 
born to mothers showing laboratory evidence of 
sensitization to the Rh factor. Among the many 
hypotheses presented in order to account for this 
phenomenon, the most logical explanation appears 
to be offered by the hypothesis of the anamnestic 
rise of nonspecific antibodies or the hypothesis of 
the protective effect of specific sub-group blocking 
antibodies. [Authors’ summary. ] 


clin. Path., 17, 


838. Determination of Anti-Rh Antibody in Infants 
with Erythroblastosis Fetalis. 


By W. E. WHEELER and M. L. L. SCHOLL. Amer, 
J. Dis. Child., 74, 274-282, Sept. 1947. 12 refs. 


This paper discusses a method for the liberation 
of anti-Rh antibody by heat from the red cells of 
babies suffering from erythroblastosis. The pro- 
cedure takes into consideration the liberation of 
both complete and incomplete antibody, and is 
therefore an improvement on previous technique. 
The method of demonstrating sensitization by 
anti-Rh antibody in the blood of affected babies by 
the use of absorbed anti-human serum is described, 
The various steps are given in some detail, and 
their value in verifying the diagnosis of erythro- 
blastosis by use of the baby’s blood only is stressed. 

Several interesting points are brought out, 
particularly the possibility of release of anti-Rh 
antibody in vitro; in this connexion the question 
of transfusion of babies with Rh-positive blood in 
order to neutralize excess of anti-Rh antibody is 
considered. As the authors point out, the possi- 
bility of a damaging antigen-antibody reaction 
existing in tissues other than the blood cells is of 
more than theoretical interest. In the main, how- 
ever, this paper concerns itself with laboratory 
technique rather than with clinical considerations. 

Patrick Mallam 


839. Determination of Bilirubin in the Umbilical 
Blood as an Aid in the Early Diagnosis of Haemolytic 
Disease in the Newborn. 

By A. Sapowsk1, Y. M. Brompere, and A. 
BrzeEzinsKI. Nature, Lond., 160, 192, Aug. 9, 1947. 
2 refs. 


The results are described of quantitative observa- 
tions of the bilirubin content in the umbilical cord 
blood. In 119 cases where there was no Rh incom- 
patibility between mother and infant the value 
varied from a trace to 3.6 mg. per 100 ml. In 42 
of these cases, however, mother and foetus had 
incompatible ABO blood groups, and 28.5 per cent 
of infants in this group had more than 2 mg. bili- 
rubin per 100 ml., while only 11.6 per cent of those 
with compatible ABO groups had a bilirubin level 
above 2 mg. per 100 ml. In 9 cases where the mother 
was Rh-negative and the foetus Rh-positive but no 
haemolytic disease of the newborn had developed, 
the bilirubin varied between 0.8 and 2.4 mg. per 
too ml., while in 3 such cases where haemolytic 
disease occurred the bilirubin level varied from 4.9 
to 8.1 mg. per 100 ml. 

The authors consider that a high level of bilirubin 
in the umbilical blood is diagnostic of haemolytic 
disease of the newborn, It is doubtful, however, in 
the present state of knowledge, whether such a find- 
ing alone without a demonstration of antibodies in 
the maternal blood can be accepted as diagnostic 
of haemolytic disease. Janet Vaughan 
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840. The Appearance of ‘‘ Irregular ’’ Blood-group 
Antibodies in Human Milk (a Contribution to the 
Genesis of Haemolytic Foetal Conditions). (Uber das 
Auftreten ‘‘irregularer’’ Blutgruppenantikérper in 
der Frauenmilch (Ein Beitrag zur Genese der 
himolytischen Fétosen) .) 

By P. Daur and J. Wotrr. Dtsch. med. Wschr., 
72, 378-380, July 18, 1947. 14 refs. 

Hoffmann and Hausmann (Mschr. Kinderheilk, 
1926, 33, 192) observed that maternal breast- 
feeding of a baby with icterus gravis aggravated the 
disease, while feeding by a wet-nurse did not. As 
the Rh-factor and its significance were then un- 
known, no explanation was available, but the 
present authors have pursued the matter by 
examining 200 specimens of colostrum, paying 
special attention to antibody and other irregular 
antibodies such as anti-A,, which is present in some 
A, and A,B sera, and anti-A, sometimes found in 
A, and A,B sera. 

Regular antibodies (anti-A, and anti-B) were 
found in every case; in 52 there were other specific 
antibodies in addition. Two sera contained irregular 
A-antibodies, which were also found in the colo- 
strum. One mother of an erythroblastotic baby 
had Rh antibodies in both blood and milk. Eight 
mothers with erythroblastotic babies and with Rh 
antibodies in their blood had no Rh antibodies in 
the milk, although in 3 of these women they were 
demonstrated in the serum, The question whether 
the presence of blood-group antibodies in milk is 
the result of secretion or whether they are formed 
in the gland cells is discussed. A. Piney 


841. Nutritional Requirements of the Newborn. 
(Der Nahrungsbedarf des Neugeborenen. ) 

By I. Fe-pwec and I. Rotumunp. Zbl. Gyndk., 
69, 588-509, 1947. 3 figs., 12 refs. 

A study of the nutritional requirements of 269 
breast-fed infants, weighing between 3,050 and 
3,500 g., was made during the first ten days of life. 
Only 15 required complementary feeds of human 
milk. The daily intake varied between 200 and 
500 g. on the eighth day, and the optimum intake 
appeared to lie between 300 and 350 g. Endo- 
genous and exogenous factors affecting intake are 
discussed. The permissible limits of intake on the 
eighth day are estimated at 280 g. and 430 g. In 
1,389 cases, the milk yield was correlated with the 
intake. It did not always follow that a low milk 
yield was associated with a relatively slow gain in 
weight. S.S. B. Gilder 


842. Human-milk Bank in a Maternity Hospital. 

By J. Wricut and E. M. C. Epwarps. Lancet, 
2, 233-234, Aug. 16, 1947. 2 refs. 

The authors describe the establishment of a 
frozen human-milk bank in a maternity ward, and 
of an experimental milk bank in a laboratory. 





377 


In June 1944, the ward bank was started in 
University College Hospital Obstetric Unit, 
London, the milk being obtained from the mothers 
in a twenty-bed ward. The milk was collected by 
the method described by Wright (Lancet, 1947, 2, 
121). Milk obtained from the mothers was immedi- 
ately pooled, brought to the boil in a lidded sauce- 
pan, allowed to cool slightly, and then poured into 
sterile feeding-bottles. The bottles were plugged 
and capped with cellophane squares, and adhesive 
tape was applied to keep the cap in place. They 
were then placed in a freezing cabinet for storage 
at —12° C. When required for use a bottle of 
frozen milk was taken from the cabinet and the 
milk thawed by placing the bottle in cold water 
and gradually warmed by adding hot water. The 
milk was then brought to the boil in a lidded sauce- 
pan and poured into a sterile feeding-bottle; a 
sterile teat was applied, and before being given to 
the infant the milk was adjusted to body tempera- 
ture and the necessary vitamins were added. In 
12 months 894 fluid oz. (25 litres) of milk was 
stored in the bank, and successfully used for feed- 
ing premature and other infants in the maternity 
hospital and sick infants in the general hospital. 
This amount was additional to that used from day 
to day for infant feeding. The quantities of milk 
available for preservation would have been larger 
were it not for enemy activity and hospital evacua- 
tion. Samples of surplus milk from the ward bank 
were tested bacteriologically by incubation on 
suitable media aerobically and anaerobically. Most 
of the samples were found to be sterile. 


In November 1944, an experimental human-milk 
bank was set up in the laboratory. Pooled milks 
for the bank were obtained from the Obstetric 
Hospital and two other maternity hospitals. The 
milk was heated and stored in a similar manner to 
the milk in the ward bank. From bacteriological 
investigation of the raw milk it was found that 
there was a risk of bacterial growth and the produc- 
tion of enterotoxin in raw milk kept at room 
temperature. Human milk should therefore be 
heated immediately after collection. The sterility 
and flavour of the milk in the laboratory bank were 
tested immediately after boiling, and at the fourth, 
eighth, and twelfth weeks of storage. The milk 
retained a low bacterial content during 
storage at —12° C. There wasa slight deterioration 
of flavour between the eighth and twelith weeks of 
storage; at the twelfth week some of the samples 
tasted slightly rancid. 

The article indicates that a frozen human milk 
bank in a maternity ward is a useful method of 
preserving surplus breast milk for a time when the 
demand may exceed the supply. Expense is 
negligible, apart from the initial cost of an ice-cream 
freezing cabinet. The human-milk bank should be 
in the sole care of the ward sister, who should 
understand thoroughly the correct procedure for 
collection and storage. Beryl Bevan 
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843. Meat in the Diet of Young Infants. 

By R. M. LEveRTON and G, CLarkK. J. Amer. 
med. Ass., 134, 1215-1216, Aug. 9th, 1947. 

Experiments in infant feeding are always interest- 
ing. From the age of 6 weeks 18 babies received 
25 per cent extra protein in the form of strained 
meat added to their bottle-mixtures of milk and 
dextrimaltose. This represented about 1 oz. (28 g.) 
of strained meat in a day’s mixture. The dextri- 
maltose was reduced in amount to equal the 
calories furnished by the meat. The experiment was 
successful in so far as: (1) the infants tolerated the 
extra 25 per cent meat protein; (2) their haemo- 
globin levels were raised to between 113.3 and 122.2 
per cent, compared with the figures 89.7 to 106.2 
per cent for a control group of normal infants of 
the same age. 

{If the latter figures are normal for age, what 
benefit is gained by artificially raising them? The 
value of raising the protein intake in some cases 
of infant feeding is well established; this can equally 
well be effected by adding casein preparations. ] 

W.G. Wyllie 


844. Discussion on Infantile Mortality. 

By C. McNEIL, V. M. Crossz, J. L. Hatium, 
D. G. Evans, W. T. RusseEtt, and J. T. Lewis. 
]. R. sanit, Inst., 67, 403-438, Sept. 1947. 1 fig., 
Bibliography. 

Clinical Aspects.—Infant death rates for England 
and Wales have steadily decreased since 1840. The 
stillbirth rate for these countries was 38 in 1939 and 
28 in 1945, and the infant mortality rate, although 
higher in the first two years of the war, sank to 
45 in 1945. In an international comparison, how- 
ever, England took only seventh place in 1938 and 
Scotland fifteenth. Future rates of reduction will 
depend much on the efficiency of our maternity 
service and our more recently established infant 
welfare service, as well as on diet and economic 
factors. Preventive medicine may do much to 
decrease the infection which is the chief cause of 
infant deaths after the first week of life. In England 
and Wales, although external community sanitation 
is already of a high standard, internal domestic 
hygiene is poor. An increasing neglect of breast- 
feeding is denying many babies a safeguard to 
health. The service of doctors and nurses working 
inside the home on educative lines is inefficient. 
The importance of the mother’s presence and her 
influence in the home on family health is stressed. 

Influence of Prematurity on Infant Mortality.— 
Between 1943 and 1946 there was a high infant 
mortality for babies of 5% Ib. (2.5 kg.) or less at 
birth. Oi known causes of prematurity, maternal 
ill-health (particularly toxaemia), multiple preg- 
nancy, and foetal deformity are given in order of 
importance; in many cases no cause was deter- 
mined. In Aberdeen prematurity was found to be 
twice as high in the poorer as in the richer classes, 
50 per cent being unexplained, and the babies were 
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smaller and more liable to die. Principal causes 
of neonatal mortality and stillbirth in the prema- 
ture are prematurity itself, intracranial birth injury, 
infection, deformity, and abnormalities of labour 
or pregnancy. Safeguards for prevention of infec- 
tion in the premature are very important, as also 
are warmth and care with feeding. Pipette or 
oesophageal feeding is wise, and handling and 
exposure must be minimal. The infant should lie 
on its side. Respiratory failure must be watched 
for, and for this reason babies under 4% lb. (2 kg.) 
are perhaps best nursed in hospital. About 2 to 4 
cots per 1,000 live births might be needed, in 
special units preferably attached to maternity 
units. Failing this, however, home care can give 
good results if skilled attendance and equipment 
from the local authority are available. Breast-milk 
banks should be set up. 

Preventive Aspects.—While there is at present 
a man-power shortage, with a rising proportion of 
old people in the community, a wastage of 53,000 
lives occurs annually in stillbirths and deaths in 
the first year. Improvements in death rates have 
been less for the first 3 months of life than later, 
partly owing to an increase in birth injuries both 
here and in the U.S.A. There is a pronounced 
difference in infant mortality rates for the different 
classes, due particularly to environment, nutrition, 
and the large families common in poor conditions. 
Deaths from enteritis and diarrhoea are much more 
common in London than New York, and certain 
English county boroughs have higher infant 
mortality rates than the average for the great 
towns. These facts leave no room for complacency. 

Administrative and Sociological Aspects.—In 
Great Britain recent improvements in infant mor- 
tality rates have been due more to a national food 
policy than to deliberate effort, and have not kept 
pace with those in other countries, Each infant 
death should be carefully investigated; this would 


almost certainly reveal the bad effects of adverse ; 


social conditions. A household in which is a preg- 
nant woman should be inspected and if necessary 
further supervised, but facilities for this are 
inadequate. In countries with a low infant 
mortality rate emphasis has always been on super- 
vision in the home. Home visits in Britain should 
be longer and more frequent, less importance being 
given to welfare centres, It is important to ensure 
the suitability of the home to which any baby is 
sent from hospital. Adverse social influences de- 
pend much on the mode of life, and means for 
combating these influences are inadequate. Hostels 
for mothers and babies would help. 
Beryl Twyman 


845. Social Class and Foetal Mortality. 

By D. Barirp. Lancet, 2, 531-535, Oct. 11, 1947: 
5 figs., 2 refs. ; 

This article is an analysis of a collection of statis 
tics relating to stillbirth and neonatal mortality, the 











ns. 
ore 
ain 
ant 
reat 
Icy. 
—In 
nor- 
‘ood 
cept 
fant 
ould 





erse 
reg- 
sary 

are 
fant 
1per- 
maid 
eing 
isure 
by is 
5 de- 
s for 
ystels 


1an 


1941. 


statis- 
y, the 





REVIEW OF CURRENT LITERATURE 


author being concerned to demonstrate that these 
are related to the social status of the mother. To 
demonstrate his theory he uses the Registrar 
General’s figures for 1939, and then attempts to 
show that the fact that the stillbirth and neonatal 
mortality rates are much lower in social groups 1 
and 2 than in groups 3, 4, and 5 is due to “‘ social ’’ 
reasons rather than to the care taken at delivery. 
His evidence for this is that these rates have fallen 
since 1939 with the more even distribution of a 
good diet, and that patients having the best of 
obstetric care from specialists in both private 
practice and hospital still show the same differential 
rates between the social groups. The difference 
appears to be mainly accounted for by the increase 
in premature births and intrauterine death of the 
foetus in social groups 3, 4, and5. 

The author concludes that under ideal conditions 
neither the stillbirth nor neonatal-mortality rate 
need be more than 10 per 1,000, and that to achieve 
this no new knowledge is needed, but merely the 
application of what is already known. 

Kenneth Bowes 


846. Infant Loss in New Zealand. 
By H. Deem. N.Z. med. J., 46, 475-485, Dec. 
1947. 4 figs., 12 refs. 


847. Possible Infant Salvage at Florence Crittenton 
Hospital. 

By S. W. TRyYTHALL. J. Michigan med. Soc., 46, 
1385-1388, Dec. 1947. 11 refs. 


848. Infant Mortality—Its Causes and Prophylaxis. 
(Nati-mortalidade. Suas causas e profilaxia.) 

By C. Correa DA Costa. An. brasil. Ginec., 12, 
165-178, Sept. 1947. 


849. Some Causes of Infant and Neonatal Mortality, 
on the Basis of Necropsy Findings. (Alcune cause di 
nati-neonatimortalita sulla base dei reperti autopsici.) 

By C. BeLtvEpDERI. Riv. ital. Ginec., 30, 209-261, 
1947. 


MATERNAL MORBIDITY, 
MORTALITY. 


850. Causes and Prevention of Maternal Morbidity 
(Excluding Sepsis) During the Puerperium. 

By G. H. Dopps. Med. Press, 219, 169-173, 
Feb, 25, 1948. 


851. Maternal Death and Obstetric Shock. 
maternas e choque obsté¢trico. ) 

By P. S. Gorrt. Rev. Med. Cir. S. Paulo, 7, 
473-479, Sept.-Oct. 1947. 15 refs. 


(Mortes 


852. Puerperal Hemorrhage. Is the Present 
Mortality Rate Unnecessarily High? 
By J. K. Quictey. N.Y. St. J. Med., 48, 55-58, 


Jan. 1, 1948. 5 refs. 
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853. Maternal Mortality in Belgium during Preg- 


nancy, Labour, and the Puerperium. (La mortalité 
maternelle en Belgique pendant la _ grossesse, 
l'accouchement et |’état puerpéral.) 

By E. PEETERMAN. Brux.-med., 27, 2445-2455, 
and 2501-2510, Nov. 9 and 16, 1947. 


854. Pulmonary Embolism by Amniotic Fluid. 
Report of 3 Cases with a New Diagnostic Procedure. 

By P. Gross and E. J. Benz. Surg., Gynec. 
Obstet., 85, 315-320, Sept. 1947. 6 figs., 5 refs. 

Three new cases are presented of a rarely 
described form of embolism, due to amniotic fluid. 
Previously 12 cases have been described. In all 
cases the diagnosis has been made at necropsy, 
generally after histological examination. 

Case I.—The patient, aged 25, was admitted in 
labour 21 days after the expected date of delivery. 
The cervix was fully dilated 1 hour and 45 minutes 
after admission. The membranes ruptured spon- 
taneously 2 hours before admission. On being 
placed on the delivery table the patient complained 
of ‘‘ chilliness ’’ and became restless, The skin was 
cold and clammy, respirations became rapid, and 
coma set in. Within 15 minutes the patient was 
apnoeic, pulseless, and deeply cyanosed. Death 
occurred 40 minutes after the onset of symptoms. 
A dead blue baby was extracted 5 minutes before 
the mother died. 

Case II.—The patient, aged 42, was admitted at 
term in labour. She required artificial rupture of 
the membranes because of hydramnios. One litre 
of fluid was drained off. Labour advanced slowly 
during the next 24 hours despite two courses of six 
pitocin injections I-minim (0.06 ml.) and 2-minim 
(o.12 ml.) doses alternating half-hourly. Rapid 
progress followed severe tetanoid contractions 34 
hours after admission. Two hours later the cervix 
was fully dilated. Foetal heart sounds were strong. 
One hour later the patient was delivered by forceps 
of a stillborn male infant. Severe shock with 
cyanosis followed immediately and the patient died 
65 minutes later. 

Case III.—The patient, aged 35, was admitted 
in labour one month before the expected date of 
delivery. She was given 100 mg. o: ‘‘ demerol ”’ 
(pethidine), The cervix was fully dilated in 6 hours 
and the membranes ruptured spontaneously. A live 
infant was delivered 15 minutes later. The third 
stage lasted 4 minutes. Pituitrin, 1 ml., was given 
after the second stage and 0.2 mg. of ‘‘ ergotrate”’ 
after the delivery of the placenta. Severe shock 
and stupor, leading to coma, began 25 minutes 
later. Death occurred one hour afterwards. 

Summary of the necropsy findings shows death 
to have been asphyxial without gross lesions. The 
diagnosis is made by finding emboli rich in poly- 
morphonuclear leucocytes, mucin, bile-stained 
debris (meconium), epithelial squamae, lanugo hair, 
and granular debris with or without fatty elements 
in histological preparations of the arteries, 
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arterioles, and capillaries of the lungs. Blood from 
the right heart or the inferior vena cava (which 
may be obtained when permission for necropsy is 
withheld) may show three strata (instead of two) 
after centrifugation. The presence of the third (top) 
layer is considered pathognomonic. The top layer 
is separated. After fixation in alcohol, Zenker’s 
fluid, and formol, sections stained by mucicarmine 
and Mallory’s phosphotungstic acid and haemo- 
toxylin are prepared. Constituents of meconium 
and amniotic fluid are demonstrable. 

In these 3 cases (all in multiparae) severe post- 
partum (1 intrapartum) irreversible shock was 
followed by death within 65 minutes. No case 
could be classified as one of difficult labour. 
Routine aspiration of blood (see above) should be 
undertaken in all obstetric deaths. [Infant weights 
are not recorded. | Magnus Haines 


OBSTETRIC OPERATIONS 


855. Prophylactic Intraperitoneal Use of Sulphon- 
amides in Obstetric Surgery in Potentially Infected 
Cases. (Les sulfamides par voie intra-péritonéale 4 
titre prophylactique dans la chirurgie obstétricale des 
cas impurs.) 

By M. Luiz PEReEz. 
1947. 1 fig. 

In 1937 the Argentine Congress of Obstetrics and 
Gynaecology devoted its meeting to a discussion 
of obstetric surgery in infected cases. In general, 
the mortality in cases of Caesarean section was 
found to be nil in clean cases, 7 per cent in suspect 
cases, and 15 per cent in infected cases, most of the 
deaths being due to peritonitis. Various standards 
for classification were used, but a suspect case was 
usually considered to be one in which the mem- 
branes had been ruptured less than 5 hours and 
there had been internal interference. An infected 
case was one in which there were offensive liquor 
and pyrexia. The mortality was higher with the 
upper segment operation. Mortality figures for 
Caesarean section from clinics in the U.S.A. were 
exceptionally low. A total mortality of 1.7 per cent 
was shown in one large series and much lower 
figures in others, but most of the cases were clean. 
Figures from South American sources were in 
general higher and the average mortality for a large 
group of suspect and infected cases was 4.3 per cent. 

In 1942, the local and parenteral use of sulphona- 
mides began on a large scale and the mortality fell 
to 0.8 per cent. The author reports a series of 96 
suspect and infected cases in his own service. Five 
patients died; 1 from sulphonamide poisoning, 1 
from a perforated duodenal ulcer, 1 from broncho- 
pneumonia, and 2 from accidents with plasma 
transfusions, but no patient died from peritonitis. 
The extraperitoneal operation carried a high mor- 
tality, and morbidity figures showed wide varia- 
tions from 60 per cent downwards. 

The author stresses the value of sulphonamides 
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in reducing the mortality from sepsis in Caesarean 
section, and advises a transperitoneal operation 
(preferably lower segment) with the uterine incision 
well covered with peritoneum. He recommends 
that 4 g. of a sulphonamide powder should be dusted 
over the uterine wound and lower peritoneum and 
that a sulphonamide should be given parenterally 
to keep the blood level at 6 mg. per 100 ml. for 3 
days, blood level being controlled by estimation 
twiceaday. In addition, in infected cases 200,000 
units or more of penicillin should be given in 48 
hours, 

[In this article a large number of figures are 
quoted which are most difficult to assess and make 
the article far from easy to read. In most series 
only the mortality due to peritonitis is given; this 
without the total mortality figure is misleading, 
For example, in the author’s series the mortality 
from sepsis was nil, but that due to other causes 
was 5.2 percent. It would have been interesting to 
know the total mortality in the whole series. 

L. W. Lauste 


856. The Problem of the Reveat Cesarean Section— 
A Preliminary Study. 

By C. T. O’Connor. Amer. J. Obstet. Gynec., 
53, 914-926, June 1947. 50 reis, 

Repeat Caesarean section carries a greater risk to 
the mother than the primary operation. Study of 
a large series of cases of repeated Caesarean section 
(2,352) showed a mortality of at least 3 to 4 per 
cent following classical section, and 1 to 2 per cent 
after a lower-segment operation. Exact figures are 
difficult to obtain, since the type of primary opera- 
tion is not always known. The commonest causes 
of maternal death in these cases are peritonitis and 
haemorrhage, and the increased risk is probably 
due to adhesions, tubal operations for sterilization, 
and disorganization of uterine muscle causing 
haemorrhage. The risk of rupture of the scar after 
classical Caesarean section is said to be about 4 
per cent, but is only about 0.4 per cent after the 
lower-segment operation. 

It is suggested that at a Caesarean section other 
than the first sterilization should be accomplished 
by performing Caesarean hysterectomy. This, itis 
claimed, is simpler in performance, has the lowest 
immediate morbidity and mortality, and lessens 
the future risk of development of pathological 
changes in an organ which, from the functional 
standpoint, has become useless. D. M. Stern 


857. Fetal Mortality in Cesarean Section. 

By H. S. AcKEeN. Amer. J]. Obstet. Gynec., 53, 
927-935, June 1947. 

The foetal mortality rate in Caesarean section 
(stillbirth or neonatal death) at the Methodist 
Hospital, Brooklyn, is analyzed and compared with 
rates at other hospitals. It is higher than the rate 
for vaginal delivery. This is for the most part due 
to prematurity. 
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In the last decade 768 Caesarean sections were 

rformed, with 5 maternal deaths (0.65 per cent), 
and 6 stillbirths and 32 neonatal deaths (4.9 per 
cent). Caesarean section was carried out for the 
accepted indications, and placenta praevia was the 
commonest single cause of foetal death—14 out of 
50 cases. This was probably due to the lack of 
expectant treatment. Anoxaemia in mothers 
suffering from haemorrhage shortly before delivery 
isemphasized as an important cause of foetal death. 
Pre-operative transfusion of the mother, together 
with oxygen administration, is advocated in treat- 
ment. D. M. Stern 


858. Cesarean Section Seven Years after Hemi- 
hysterectomy in a Bicornate Uterus. 

By W. P. SmitH. Amer. J. Surg., 74, 856-859, 
Dec. 1947. 4 figs. 

859. Conception and Labour after Caesarean Section 
and Vaginal Obstetric Operations. (Konzeption und 
Geburt nach abdominaler Schnittentbindung und 
vaginalen geburtshilflichen Operationen.) 

By T. HEYNEMANN. Geburtsh,. u. Frauenheilk., 
7, 1-3, Oct. 1947. 

860. Waters’ Extra-peritoneal Caesarean Section. 

By R. T. Weaver, D. L. Apamson, and F. L. 
JoHNSON. Canad. med. Ass. ]., 58, 168-170, Feb. 
1948. 2 refs. 


861: Caesarean Section by Porro’s Method in a 
Moribund Patient. (Taglio cesareo Porro in donna 
agonizzante. ) 

By P. Mitetro. Arch. Ostet. Ginec., 52, 372- 
381, Nov.—Dec., 1947. 13 refs. 


862. Symposium on Anesthesia. III. Local Anes- 
thesia Technique for Cesarean Section. 

By E. K. Brewett. Texas St. J. Med., 43, 490- 
495, Dec. 1947. 1 fig., 15 refs. 

863. Indications for Forceps. 
forceps. ) 

By P. Husinont. Brux. méd., 28, 243-266, Feb. 
1,1948. 3 figs., 13 refs. 

864. The Actual Value of Forceps. 
acérca do valor atual do forceps.) 

By J. DE REzENDE. Rev. Ginec. Obstet., 2, 865- 
875, Dec. 1947. 41 refs. 


865. The Double Forceps Technic for Delivery of a 
Posterior Head. 

By H. L. Perxus. /. int. Coll. Surg., 10, 
669-670. Nov.—Dec. 1947. 10 figs., 1 ref. 


866. Episiotomy Blood Loss, 

By L. D. Opett and A. Seski. Amer. J. Obstet. 
Gynec., 54, 51-56, July 1947. 2 figs., 9 refs. 

An investigation was undertaken of the amount 
of blood lost during the operation of episiotomy in 
71 primigravidae. The method adopted for assess- 
ing blood loss is that described by Dieckmann and 
Daily (Amer. J. Obstet. Gynec., 1935, 30, 221), in 
which blood and linen washings are converted to 
acid haematin with 0.1 N hydrochloric acid and 
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the loss is calculated by formula. By this method, 
which they consider the best available, the authors 
were able to obtain between 95 and 98 per cent 
recovery of known amounts of blood from repeated 
rinsings of soiled sponges and linen. 

The episiotomies were all left medio-lateral in 
location, and the incision, which was made with 
scissors, included the perineal skin, the inter- 
columnar fascia, and the vagina mucosa. Delivery 
after the operation was always completed with for- 
ceps. Three phases of episiotomy bleeding are 
recognized: (1) from the initial incision until the 
infant’s head distends the vulva; (2) during delivery 
of the infant’s head; (3) the period after delivery 
until completion of the episiotomy repair. 

The results indicate that the total blood loss 
following the operation of episiotomy in primi- 
parous patients is considerable and on an average 
measures 253 ml. The amount of blood lost during 
phase 1 is directly related to the time consumed 
between the incision and the tamponade of the 
wound by the infant’s head. The effect of stuffing 
a Mayo sponge into the wound during this phase 
does not significantly reduce either the total blood 
loss or that lost per minute. Ligation of the bleed- 
ing vessels will reduce the blood lost per minute, but 
the procedure consumes valuable time and so the 
total amount of blood lost is increased. A reduced 
amount of bleeding during phase 1 as well as after 
delivery can be obtained if a sponge soaked in 
thrombin is applied to the wound, but the most 
significant reduction is brought about when the 
length of phase 1 is shortened by forceps extraction. 
Throughout the period of actual delivery (phase 2) 
bleeding ceases. During the third phase the rate of 
bleeding is much less in comparison with phase 1 
(50.1 ml. per minute before delivery and 3.1 ml. 
per minute after delivery in those without tam- 
ponade). This rate is less after slow than after more 
rapid delivery. The mechanism of the reduced rate 
of bleeding during phase 3 is probably twofold: 
(1) During passage of the infant’s head through 
the introitus it acts as a tamponade and so allows 
the ends of the cut vessels to be obliterated by 
pressure. (2) Before delivery considerable venous 
congestion occurs and this promotes bleeding. After 
delivery the circulation becomes re-established 
between perineal venous plexuses and pelvic veins, 
and so congestion and bleeding are relieved. 

R. L. Hartley 


GYNAECOLOGY. 
General. * 
867. Gynaecology of Old Age. (Seniets gynekologi. ) 
By G. Auttorp. Nord. Med., 37, 12-15, Jan. 2, 
1948. 
868. Hormone Methods of Diagnosis in Gynae- 


cology. (Les méthodes de diagnostic hormonal en 
gynécologie. ) 
By C. Becrere. Rev. Ginec. Obstet., 1, 51-60, 


Jan. 1948. 6 refs. 








869. The Practical Approach to a Gynecologic 
Diagnosis. 

By W. J. Reicu and M. J. NEcutwo. 
Practit. Phila., 2, 401-404, Feb. 1948. 

870. The Importance of the Rhesus Factor for the 
Gynaecologist. (Die Bedeutung des ‘‘ Rhesusfaktors ’’ 
fiir den Gynakologen. 

By P. Daur. Zbl. Gynik., 69, 743-754, 1947. 


Disorders of Function, 
871. Asthma Associated with Ovarian Disturbance. 
By A. JoLticorur. Canad. med. Ass. J., 58, 
188-189, Feb. 1948. 5 refs. 


Amer. 


872. Treatment of Resistant Forms of Secondary 
Amenorrhoea with Transfusions of Blood from Preg- 
nant Women. [In Russian. ] 

G. A. Baksut and Z. F. VAIKHER. 
Ginec., No. 2, 25-27, 1947. 

Twenty-five patients suffering from secondary 
amenorrhoea of from 38 to 50 months’ standing 
received transfusions of 200 to 250 ml. of blood 
from pregnant women (usually in the first half of 
pregnancy). Fourteen of these patients had definite 
signs of dystrophia adiposo-genitalis. A control 
group of to patients with secondary amenorrhoea 
received similar blood transfusions from non-preg- 
nant donors. Three of the 25 patients left the area 
after transfusion; of the remaining 22, no fewer 
than 17 started to menstruate (including 10 of the 
patients with signs of dystrophia adiposo-genitalis). 
Seven started menstruating aiter 1 transfusion, 4 
after 2 transfusions, and 6 after several (3 to 8) 
transfusions. The earliest result was obtained 9 
days, the latest 9 weeks, after transfusion. Among 
the controls, 3 started to menstruate—1 after 2 
transfusions, 1 after 3 transfusions, and 1 after 5 
transfusions. Nicolas Tereshchenko 


Akush. 


873. Radiation Therapy as a Method of Treatment 
for the Relief of Amenorrhea and Sterility. 

By I. I. Kapran. J. Mt Sinai Hosp., 14, 424-441, 
Sept.—Oct. 1947. 38 refs. 

The author has for twenty years been treating 
cases of amenorrhoea and sterility by irradiation; 
he reports his results in 381 patients, 301 of whom 
were married and complained of sterility. All the 
patients had been treated by gynaecologists before 
coming under his care and had had endocrine 
therapy. Those complaining of sterility had had 
the patency of their Fallopian tubes tested, and 
their husbands’ semen had been examined and 
found satisfactory. The results indicate that irradia- 
tion properly administered is effective in a large 
number of cases of amenorrhoea and sterility and 
is not harmful to either the mother or the offspring. 

Irradiation is given to the anterior pituitary and 
Ovarian areas once a week for 3 consecutive weeks. 
In the early cases in the series treatment was given 
only to the ovarian areas. The mode of action of 
irradiation therapy is still in doubt, but the author 
cites cases which suggest that irradiation has a 
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direct stimulating effect on both ovaries and 
pituitary. The other suggested modes of action 
are: (1) a stimulating or mechanical effect on a 
persistent corpus luteum; (2) rupture of .a cystic 
ovarian condition; and (3) a general hormone- 
stimulating effect. The evidence in favour of these 
is incomplete. Three cases are described as illustrat- 
ing persistence of a corpus luteum; in each, 
menstruation has been irregular since the menarche; 
pregnancy had been followed by amenorrhoca, for 
4 years in I case, I year in another, and 9 months 
in another. No other evidence is given for the diag- 
nosis of persistent corpus luteum. 

Radium therapy is a valuable therapeutic pro- 
cedure in cases of irregular menstruation and of 
amenorrhoea which have failed to respond to other 
treatment, This is shown by an analysis of the 
results in 301 married women treated over a period 
of 20 years. Of these, 70 were not traced, 55 failed 
to respond to treatment, and 171 had menstruated 
regularly; 90 of the last group became pregnant, 
77 went to term (20 more than once), and 102 
normal children were born. No information is given 
about the 13 patients who became pregnant and 
did not go to term. There were also 32 pregnancies 
which did not result in children who survived, 
including 24 miscarriages, 2 ectopic gestations, 1 
stillbirth, and 3 normal live births, but the infants 
died within a few hours. Therapeutic abortion was 
performed in 1 case at 5 weeks, because irradiation 
had been given when the patient was pregnant, 
and the radiation might have damaged the early 
embryo. One patient had an abnormal foetus, 
irradiation having been given in the early weeks of 
pregnancy. The author asserts that therapeutic 
irradiation before pregnancy is harmless to the 
children born subsequently. He has not yet 
observed a second generation of children by 
irradiated mothers, so cannot confirm or disprove 
the laboratory investigations on rodents. 

Gladys Dodds 


874. Treatment of Delayed Menstruation with 
Prostigmin. (Tratamento do atraso menstrual pela 
prostigmine. ) 

By A. WotFr Netto. Rev. Ginec. Obstet., 41, 
331-356, April 1947. Bibliography. 

Prostigmin precipitates menstruation by inhibit- 
ing cholinesterase and thus liberating its antagonist, 
acetylcholine, which produces hyperaemia of the 
endometrial vascular system. In 1940 Soskin et al. 
(J. Amer. med. Ass., 114, 2090) demonstrated, first 
on mice and then clinically, that prostigmin does 
not disturb pregnancy and that it is effective in the 
treatment of delayed menstruation due to 
emotional or psychic disorders. Similar results were 
later reported by other authors. This paper is a 
review of the literature on the subject and brings a 
further confirmation of the results obtained by 
previous workers. 

Two groups of women were treated with three 
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consecutive daily injections of 1.1 ml. of a 1 in 
2,000 solution of prostigmin methylsulphate. One 
group consisted of 41 women in whom the existence 
of an initial pregnancy was diagnosed clinically in 
22 cases and biologically (Friedman test) in 11 cases, 
and by the failure of prostigmin to produce 
menstruation in 8 cases. The diagnosis was subse- 
quently confirmed, In none of the cases was the 
pregnancy in any way disturbed. Untoward reac- 
tions after the injections were observed only in 5 
women: 3 complained of a slight headache, 1 of 
a mild sensation of weight in the lower abdomen, 
and 1 felt generally indisposed. In 2 instances the 
Friedman test of pregnancy was negative and the 
cases were initially classed as failures of the prostig- 
min test, but the subsequent course showed that 
the patient was pregnant. The other group 
consisted of 43 women complaining of delayed 
menstruation, the period of delay ranging from 3 
to 23 days. In 21 cases the probability of pregnancy 
was excluded by interrogation and clinical examina- 
tion [the author does not reveal how he excludes 
pregnancy at such an early stage] and in 22 cases 
by the Friedman test. All the women were between 
18 and 37 years old, and their previous menstrual 
history was normal. Ten had previously had slight 
disturbances of menstruation. In 37 no endocrine 
disturbances were found; 3 had uterine hypoplasia, 
1 had a uterine fibroid, 1 had gained 1o kg. in 
weight in 4 months (taken as a sign of endocrine 
abnormality), and the sixth was suffering from 
thyro-ovarian insufficiency. Only in the last case 
did the prostigmin treatment fail. In all other 
cases menstruation appeared either before the treat- 
ment was completed or between the third and 
seventy-second hour after the last injection. The 6 
cases of endocrine disturbance were not really within 
the limits set for this study, and the success 
of prostigmin in 5 cases underlines its efficacy. Only 
4 women had slight side-reactions. A. Lilker 


875. Comparative Clinical Efficacy of the New 
Synthetic Oestrogen Compounds. (L’efficacité clinique 
comparée des nouvelles substances oestrogénes de 
synthése. ) 

By J. Fern. Gynéc. Obstét., 45, 790-794, 1947. 
6 refs. 

This is an account of an attempt to compare the 
effects on the human endometrium of six synthetic 
oestrogens, administered orally. The endometrial 
threshold dose of an oestrogen is given as the least 
quantity of the substance which produces within 
14 days endometrial proliferation sufficient to bring 
about uterine bleeding at the end of this period. 
In addition to the examination of the endometrial 
specimen taken at biopsy 16 to 24 hours after the 
end of treatment, the cervical mucus and the 
vaginal secretion were examined. A table contains 
the results for stilboestrol in 6 cases, hexoestrol in 
4 Cases, dienoestrol in 4 cases, oestrone in 4 cases, 
oestradiol in 3 cases, and doisynolic acid in 4 cases. 
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The author places the substances in the following 
order of decreasing activity: stilboestrol and prob- 
ably, dienoestrol, oestrone, hexoestrol, oestradiol, 
and doisynolic acid. He calls for further data on 
cases similarly controlled. Magnus Haines 


876. Comparison of Amenorrhoea in Deported and 
Tuberculous Women with Amenorrhoea due to Other 
Causes. (Deportalt és giimékéros nék amenorrhoea- 
janak viszonya egyéb okokbdl sz4rmaz6 amenorrhoea- 
khoz.) 

By F. GAt. 
1947. I1 refs. 

877. Amenorrhoea in Prisoners. 
prisioneiras. ) 

By H. Vicnes. An, brasil. Ginec., 12, 325-330, 
Nov. 1947. 


Orv. Lapja, 3, 2018-2023, Nov. 30, 


(Amenorréia das 


878. Intravenous Progesterone Therapy. 
intravenédse Progesterontherapie. ) 

By P. ScHRanK. Zbl. Gynik., 69, 275-283, 
1947. 5 refs. 

The author has tried the effect of intravenous 
progesterone in gynaecological and obstetrical con- 
ditions where the hormone was indicated. The 
intravenous preparation ‘‘ lutocyclin’’ was given, 
usually in 10-mg. doses and often in ambulant cases. 
No harmful effects were observed except for 1 case 
of venous thrombosis, for which faulty technique 
was to blame. 

Good immediate results were obtained in 2 cases 
of dysmenorrhoea, in which injection is advised just 
before the onset of the period. The treatment was 
most successful in cases of metropathia, both in the 
young and in those approaching the menopause, 
although in many instances the condition recurred 
later. Some attempt was made at _ histological 
control in some of these cases, but the author has 
found it difficult to distinguish between hyperplasia 
and the secretory phase, especially in “‘ strip’’ 
biopsies. In no case was a change from hyperplasia 
to the secretory phase observed as a result of treat- 
ment. In threatened abortion there were more 
failures than successes, and ambulant treatment is 
not advised in these cases. 

The effect of an intravenous dose of 40 mg. of 
progesterone in patients definitely in labour was 
tried. The uterine contractions were unaffected and 
the labour terminated normally. L. W. Lauste 


(Uber 


879. Presacral Neurectomy for Relief of Uterine 
Dysmenorrhea. 

J. R. Yune. J: Int. Coll. Surg., 10, 675-678, 
Nov.—Dec. 1947. 1 fig. 

880. Possible Use of Potentilla Anserina in the 
Treatment of Dysmenorrhoea. (Zur Frage der 
Brauchbarkeit der Potentilla anserina fiir die Behand- 
lung der Dysmenorrhoe. Untersuchungen an uber- 


lebenden Utersuspraparaten. ) 
By L. THer and H. G. VENTZKE. Z. Geburtsh. 
Gynik.; 128, 298-307, 1947. 6 figs., 24 refs. 
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881. Functional Dysmenorrhoea and its Treatment. 
(La dismenorrea funcional y su tratamiento.) 

By E. SANcHEz Rojas. Rev. méd. cubana, 68, 
839-857, Nov. 1947. 46 refs. 

882. The Stem Pessary in the Management of 
Primary Dysmenorrhea. 

By E. A. SCHULMANN and M. L. McCatv. Penn. 
med. J., 51, 431-433, Jan. 1948. 1 fig., 3 refs. 

883. A Clinical Study of a New Synthetic Estrogen. 

By H. A.C. Lin. Amer. J. Obstet. Gynec., 54, 
296-300, Aug. 1947. 4 refs. 

A new synthetic oestrogen, ‘‘ meprane’’, was 
administered to 43 menopausal patients—18 
negresses and 25 white women. The menopause was 
spontaneous in 26 patients and artificial in 17. The 
effect of the drug was studied with reference to 
alterations in vaginal pH and vaginal smear, and 
the quantity of oestrogens excreted in the urine. 
After a period of trial the optimum dosage decided 
on was I mg. twice or three times a day. Symp- 
toms recurred in 7 to 10 days after discontinuing 
the therapy, and a maintenance dose of 1 mg. daily 
was necessary. Some patients receiving this treat- 
ment have been symptom-free for over four months. 

Menopausal symptoms of all types, except 
arthralgia, were relieved in 90 per cent of the 
patients within 48 to 72 hours of starting treatment, 
and go per cent of satisfactory cures were obtained. 
Only 2 patients were not relieved. Vaginal smears 
which had shown atrophy now showed full oestro- 
gen reaction, and vaginal pH was altered from 
alkalinity to acidity. The oestrogenic titres of blood 
and urine were markedly elevated. Only 1 patient 
developed nausea, vomiting, headache, and fever. 
None of the others had the slightest discomfort. 

G. Gordon Lennon 


884. Radium Therapy of Menopausal Metrorrhagia. 
(La curieterapie nelle metrorragie del climaterio.) 

By G. Cotuccr Riv. ital. Ginec., 29, 299-313, 
1946. 38 refs. 

Radium therapy was given to 15 women suffering 
from pre-menopausal and menopausal metrorrhagia. 
The patients were over 35 years of age. Hormone 
therapy, organotherapy, and other measures had 
failed to control the dysfunction. None of the 
women treated had fibroids or pelvic inflammatory 
conditions. 

Intrauterine application of radium was combined 
with exploratory curettage of the cavity; this was 
followed by a biopsy examination of the material 
to exclude the possibility of carcinoma. The usual 
technique for intrauterine applications was adopted. 
A Dominici tube of 10 mg. with a 0.5-cm. filter of 
platinum in an aluminium sheath protected by a 
5-mm. rubber catheter was introduced into the 
uterine cavity. The tube was fixed to the cervix 
by a silk stitch. The time of application ranged 
from 2 to 4 days according to the dose required. 
The ovaries of older women are more radium- 
sensitive than those of the younger ones. 

Brugnatelli has reported that 620 mg.-hours of 
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radium are sufficient to produce a permanent 
amenorrhoea in cases of haemorrhagic metritis of 
the climacteric. In the cases studied an average of 
720 to 940 mg.-hours of radium were enough to 
arrest metrorrhagia in 2 to 3 days; in 1 case 1,400 
mg.-hours were required. Sometimes the haemor- 
rhage disappeared instantaneously, and _ this 
rapidity of action and the simplicity of application 
are the main advantages of radium therapy over 
X-ray therapy. The immediate effect was excellent 
in 14 cases; in 1 case only haemorrhage persisted for 
20 days. In the majority of cases amenorrhoea was 
permanent; 4 women had one small period after 
treatment. Examination after several months 
demonstrated that the patients had no complica- 
tions or disturbances; a few reported mild meno- 
pausal symptoms. 

Several authors believe that radium therapy may 
stimulate carcinomatous degeneration of cells. Too 
short a period has elapsed since the application of 
radium for the author to form an opinion on this 
point so far as his own cases are concerned, but he 
is not prepared to admit such a possibility from a 
study of the literature. A carcinogenic stimulation 
is possible if there is a constitutional predisposition; 
for this reason, patients for radium therapy must 
be carefully selected and biopsy is indispensable. 

Rina Saunders 


885. Uterine Haemorrhage due to Lack of Androgen 
in Females Treated with Oestrogens. (L’hémorrhagie 
utérine de privation androgéne chez la femme oestro- 
génisée. ) 

By J. Fern. Ann, Endocrinol., Paris, 8, 171- 
176, 1947. 18 refs. 

The effects of androgen withdrawal are the sub- 
ject of a small series of clinical experiments on 
women deprived of normal ovarian stimulus by 
ovariectomy, as a result of genital infantilism, and 
at the menopause. Each patient was maintained 
at a constant oestrogen level by implants of stil- 
boestrol dibutyrate or dipropionate, or of oestta- 
diol. Testosterone acetate in 4o-mg. doses was 
given at varying intervals. Results were assessed 
on the onset of bleeding, which begins at from 18 to 
115 hours after androgen withdrawal, and upon 
the histology of the endometrium. It is claimed 
that bleeding is the only factor common to androgen 
and progestogen administration, since some of the 
experiments were controlled by progesterone 
administration. The question of whether the endo- 
metrial separation was partial or complete was not 
solved by these experiments. The author suggests 
that short courses of androgen might be of use m 
preventing cystic glandular hyperplasia in the 
uterus of patients receiving prolonged oestrogen 
therapy. Magnus Haines 


886. The Treatment of Uterine Haemorrhage with 
Nicotinic Acid. [In Russian. ] 

By A. P. Koresov. Akush. Ginec., No. 4, 57) 
1947. 














ent 
of 
> of 


400 
Or- 
his 
ion 
ver 
ent 
for 
vas 
ter 
ths 


no- 
ay 
‘00 


his 
he 
La 


Nn} 
ist 


en 
gie 
r0- 


ib- 
on 
by 
nd 
ed 


ed 
to 
on 
ed 
en 
he 
ne 
0- 
ot 
its 








REVIEW OF CURRENT LITERATURE 


Nicotinic acid was administered to 82 patients 
suffering from uterine haemorrhage. A 1 per cent 
solution was given intravenously in doses of 1 ml. 
on the first day of treatment, 2 ml. on the second 
day, 3 ml. on the third day, 4 ml. on the fourth day, 
and 5 ml. on the fifth and subsequent days of treat- 
ment until haemorrhage stopped. The cases can 
be classified as follows. (1) In 37 cases the uterine 
haemorrhage was due to inflammatory lesions; 
33 patients were cured, an average of 9 injections 
(0.35 g- Of nicotinic acid) being given. (2) Of 18 
patients with haemorrhage due to changes in the 
uterine muscles all were cured, an average of 13 
injections (0.55 g. of nicotinic acid) being given. (3) 
Of 16 patients with metropathia haemorrhagica, 
all were cured or improved, an average of 8 
injections (0.3 g. of nicotinic acid) being given. 
(4) Eleven patients with juvenile metrorrhagia were 
cured, an average of ro injections (0.4 g. of nicotinic 
acid) being given. Nicolas Tereshchenko 


887. Back to Basic Principles in the Management 
of Functional Uterine Bleeding. 

By G. A. CARMICHAEL, Rocky Mtn. med. J., 45, 
37-43, Jan. 1948. 16 refs. 


888. Functional Uterine Bleeding. 

By J. L. McArtuHur. Canad. med. Ass. J., 58, 
149-153, Feb. 1948. 

889. Abnormal Uterine Bleeding. 

By E. J. Bateman. Penn. med. J., 51, 427-430, 
Jan. 1948. 

890. Severe 
lismica. ) 

By G. Hormann. Rev. Ginec. Obstet., 2, 906- 
912, Dec. 1947. 7 reis. 

891. Leucorrhoea. (La leucorrhée.) 

By J. A. ScHockaERT and M. Renaer. Rev. 
méd. Louvain, 22, 337-346, 1947. 1 ref. 

892. Fertility in Women: The Length of Time 
Required to Conceive. 

By A. W. Dipp-e, R. W. Jack, and R. L. Pearse. 
=. J. Obstet. Gynec., 54, 57-61, July 1947. 13 
refs, 

_To obtain information regarding the length of 
time required to conceive, a survey was made of 
1,192 married white women ranging in age from 
16 to 42 years and living in a semi-tropical climate. 
The husbands of these women were members of 
the armed forces and were therefore a selected group 
compared with the population at large; their 
average age was 27.5 years, and they were away 
from home 1 night out of 3. In a group of 318 
Pregnant women (261 primigravidae and 57 multi- 
§tavidae) for whom all pertinent data were avail- 
able, 86 per cent of primigravidae had conceived 
during the first year of married life, and at the 
end of 2 years 95.4 per cent had become pregnant. 
The corresponding figures for 57 multigravidae were 
64.9 and 86 per cent respectively. Contraception 
was not employed by these couples. Coitus 
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occurred more or less by chance with relation to 
the time of ovulation, but on an average of two 
or three times per week. Although full data were 
not available for the other two groups of 481 preg- 
nant and 393 non-pregnant women, the results 
collected are correlated with those above and sub- 
stantiate the conclusion that the majority of fertile 
couples can expect conception to occur within 12 
months after marriage. Multigravidae will require 
a slightly longer time to conceive than primi- 
gravidae, because there is a period of relative 
sterility following a previous pregnancy. 
R. L. Hartley 


893. Pregnancies after Long-standing Untreated 
Sterility. (Schwangerschaften nach langjahriger, 
unbehandelter Kinderlosigkeit. ) 

By K. J. ANSELMINO. Geburtsh. u. Frauen- 
heilk., 7, 19-33, Oct, 1947. 

894. Relations Between Depressed Respiratory 
Metabolism and Low Fertility. 

S. R. MeaKer. J. Mt Sinai Hosp., 14, 496-503, 
Sept.—Oct. 1947. 6 refs. 

Basal metabolic rates (B.M.R.) were investigated 
in 100 sterile marriages. The average B.M.R. for 
the husbands was —7.19 and for the wives —5.68. 
Of the 200 patients investigated 154 had a B.M.R. 
under normal, while in 66 the deficit was less than 
— Io. 

Comparison of the semen investigated with the 
B.M.R. findings showed that hypometabolism has 
no constant or specific effect on the commonly 
studied biological properties of spermatozoa. 
Hypometabolism appears also to have no influence 
on oogenesis. There appeared, however, to be 
some correlation between menstruation and hypo- 
metabolism. The average metabolic rate was 
—4.82 for patients menstruating normally and 
—7.79 for patients with abnormal menstrual cycles, 
suggesting some parallelism between metabolic 
depression and poor functioning of the female 
organs. Fifty of the 100 couples showed no serious 
hindrance to conception—the semen was fairly 
good, spermatozoa arrived at the endocervix where 
the secretions were not hostile, the Fallopian tubes 
were patent, and ovulation occurred. The average 
metabolic rate of the husbands was —7.2, and of 
the wives —6.86. 

It is suggested that the explanation of this im- 
paired fertility may lie in the depressed oxygen 
metabolism in the germ plasm and that a B.M.R. 
of +10 should be maintained. The author believes 
that the administration of thyroid played an 
important part in the treatment of about 10 per 
cent of the wives and over 10 per cent of the 
husbands. It was difficult to evaluate accurately 
the benefit derived from the thyroid as several 
other treatments were given for sterility at the same 
time. Only one couple was treated by thyroid 
alone. The wife’s B.M.R. was —30 and the hus- 
band’s —15. When both rates were raised above 
normal conception took place. . Gladys Dodds 
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895. Sinistroposition: A Stigma of Relative In- 
fertility. 

By R. T. Frank. Amer. J. Obstet. Gynec., 54, 
88-90, July 1947. 1 fig., 3 refs. 

Under the name of sinistroposition the author 
describes a condition in which the uterus is situated 
towards the left of the middle line, with the corpus 
and cervix in most cases in contact with the left 
pelvic wall, the right parametrium being elongated 
and the left shortened. The right appendages are in 
a normal position, and the left appendages are at a 
higher level than the fundus, close to the left 
lateral wall of the pelvis. He recognizes a primary 
form, which he believes to be congenital, and a 
secondary or acquired form, where the displace- 
ment results from contraction of fibrous tissues after 
unilateral pelvic surgery, inflammation, or trauma 
to the cervix during parturition. 

In his private practice during the last 2 years the 
author has recognized 30 patients with sinistro- 
position who were married and not practising con- 
traception, and in whom, therefore, the effect of the 
malposition on fertility might be evaluated. Only 
1 patient of the whole series had had children. Four 
claimed to have had early abortions but the facts 
could not be substantiated. In 19 advice was 
sought because of sterility. The author believes 
that primary sinistroposition is a developmental 
stigma characteristic of less fertile females, and that 
its detection in a case of infertility may influence 
prognosis. 

[Detection of the deviation of the uterus des- 
cribed is not very unusual, but the relationship to 
infertility does not appear to have been men- 
tioned. | W. I. C. Morris 


896. Sterility as Related to Benign Lesions of the 
Uterus and Ovary. 

By G. F. Douctas. Amer. Practit., Phila., 2, 
374-378, Feb. 1948. 9 refs. 


897. The Place of Coelioscopy in the Diagnosis and 
Treatment of Sterility and Ectopic Pregnancy. (La 
place de la coelioscopie dans le diagnostic et le traite- 
ment des stérilités et des grossesses ectopiques. ) 

By R. Pacmer and I. IMEntrorr. Rev. frang. 
Gynec., 4, 113-154, Apr. 1947. 13 figs. 

One of the authors has practised coelioscopy since 
1944. The present article deals with the place of 
the method in the diagnosis and treatment of 
sterility and of tubal gestation. The authors 
present a series of 78 coelioscopies carried out on 
these types of case. 

A summary is given of the technique. If there 
is no suspicion of pregnancy, the cervix is grasped 
and a cannula of the type used in tubal insufflation 
inserted into the uterine cavity. Then, with a 
special needle, a pneumoperitoneum is induced. 
Under local analgesia a trocar and cannula are 
introduced into the peritoneal cavity and a tele- 
scope replaces the trocar. The patient is placed 
in the Trendelenburg position and the uterus, 


Fallopian tubes, ovaries, and pouch of Douglas are 
thoroughly explored. If adhesions are present it 
is possible to introduce, through a separate small 
incision, a galvanocautery and to divide the 
adhesions. The patency of the Fallopian tubes may 
be verified by means of insufflation through the 
uterine cannula, either with a kymographic appara- 
tus or by injection of a liquid coloured with indigo- 
carmine. At the end of the investigation the tele- 
scope is withdrawn and as much gas as possible is 
allowed to escape. A dressing is applied, and the 
patient is kept in bed until the following day. The 
examination must be methodical; one of the diffi- 
culties arises because of apparent variations in size 
of the organs visualized, due to differences in their 
distances from the telescope. This can be over- 
come with practice. 

Examination of the uterus is of value in the 
following cases: (1) In normal pregnancy, where the 
findings are not quite characteristic. It is note- 
worthy that the uterus is not markedly asym- 
metrical in cases of angular pregnancy. (2) In 
uterine fibromyomata, where the diagnosis may be 
confirmed. Fibromyomata may be distinguished 
from ovarian swellings or salpingitis. (3) In cases 
of retroversion, where the reason for difficulties in 
replacement may be elucidated. 

The ovary, when normally situated and free from 
adhesions, is readily visualized. Evidence of 
ovulation may be seen in the form of congestion, 
a recently ruptured follicle, or the presence of a 
corpus luteum. Endometriosis and peri-odphoritis 
may also be diagnosed by means of coelioscopy. 
The Fallopian tube may be explored along its 
length and the ampullary end with the fimbria seen. 
Tubal pregnancy gives an absolutely characteristic 
picture. Hydrosalpinx and tuberculosis of the 
Fallopian tube may also be diagnosed. Adhesions 
and abnormalities of the tubal fimbriae may be 
seen, also adhesions between the various pelvic 
organs; in favourable cases it may be possible to 
divide the latter. The pouch of Douglas may also 
be examined, as may the pelvic colon, bladder, and 
caeco-appendicular region, though examination of 
the last-named may not always be possible. Coelio- 
scopy is of value in cases of sterility, but it is not 
practised unless the husband’s semen is normal, 
there is normal penetration of the cervical mucus by 
sperms, and other investigations reveal apparently 
normal ovarian function. 

A summary is given of the results of coelioscopy 
in cases of sterility, in which the authors conclude 
that the investigation is of great value. It is 
not a substitute for tubal insufflation or hystero- 
salpingography, but it may prove of value in 
revealing the true condition of the ovaries and 
Fallopian tubes and permits of the division of 
adhesions which may be impairing tubal patency. 

Coelioscopy is of extreme value in the diagnosis of 
tubal pregnancy. It may be combined with a 
biological test for pregnancy; when the reaction 1s 
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positive, coelioscopy will distinguish between an 
ectopic pregnancy and an intrauterine or angular 
pregnancy. When the reaction is negative it will 
assist in the diagnosis of interrupted ectopic preg- 
nancy, salpingo-odphoritis, or lutein cyst. Coelio- 
scopy permits an immediate solution of the diag- 
nostic problem, and may save the patient the 
dangers and period of disability attendant on an 
exploratory laparotomy. [Illustrations are appen- 
ded of the findings in 78 cases. 

[Coelioscopy is not a new method of investiga- 
tion, and it has been applied in the past to surgical 
and gynaecological problems. In the hands of 
Palmer and his associates a high standard of 
diagnostic efficiency has been reached, and the use 
of the method for the type of case described here 
is obviously an important advance. | 

Josephine Barnes 


898. Reaction of the Fallopian Tubes to Increased 
Intra-uterine Pressure of Carbon Dioxide Gas as Deter- 
mined by the Kymograph. 

By T. R. Witson and L. M. Ranpati. J. Mt 
Sinai Hosp., 14, 695-711, Sept.—Oct. 1947. 16 refs. 

Of 1,029 cases of infertility 343 showed no 
evidence of pathological change or anatomical 
variation in the pelvic viscera as determined by 
physical examination. For the purposes of the 
study these 343 cases were divided into 4 groups: 
(1) 154 cases; insufflation performed in the last half 
of the menstrual cycle; (2) 80 cases; insufflation 
performed on or before the fifteenth day of the 
menstrual cycle. The menstrual histories in these 
2 groups were normal. (3) 50 cases. An initial 
pressure of 140 mm. Hg was followed by an 
essentially normal recording of tubal motility. (4) 
59 cases. Gross evidence of menstrual irregularity 
was present, ranging from irregularity of the men- 
strual cycle to amenorrhoea. 

A comparison of the results obtained in Groups 1 
and 2 shows that the pressures required at insuffla- 
tion in the first half of the menstrual cycle were 
higher than in the second half of the cycle. The 
amplitude of the tubal contractions was less and 
the contractions were more frequent in cases where 
insufflation was performed in the first half of the 
cycle. These results may be due to increased 
muscular tone of the Fallopian tubes during this 
period, perhaps the result of the predominant 
oestrogenic influence. The discomfort of the opera- 
tion is greater when it is carried out in the first 
half of the menstrual cycle, possibly because of 
increased irritability of the musculature of the 
Fallopian tube and the increased pressure neces- 
sary. Rubin advises insufflation from the fourth 
to the seventh day after cessation of the menstrual 
flow, as there is least danger to the patient at this 
time. The authors found no ill effects such as in- 
fection or air embolism when insufflation was 
performed in the last half of the cycle (twenty-first 
to twenty-third day), and insufflation at this time 
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meant that an endometrial biopsy could be taken 
immediately afterwards. 

In Group 3, 40 of the 50 cases showed some form 
of menstrual abnormality such as dysmenorrhoea 
or anovulatory menstruation, and it is suggested 
that these conditions may be significant in the high 
initial pressure (140 mm. Hg) recorded before 
insufflation occurred. 

Of 59 patients in Group 4, 25 had a normal flow 
but irregular cycle, 13 had oligomenorrhoea, 17 had 
amenorrhoea, and 4 had menorrhagia. With 
oligomenorrhoea the pressure required to produce 
insufflation was less than normal. Amplitude and 
frequency of the tubal contractions were also 
somewhat less. Where menorrhagia was the 
abnormality the results were not significant. 
Pressure, amplitude, and frequency were all less 
in the cases of amenorrhoea, and similar findings 
were obtained where the menstrual cycle was 
irregular. 

In 48 of the 343 cases studied an anovulatory 
menstrual cycle was present at the time of insuffla- 
tion, as deduced by endometrial biopsy. The 
pressure required to produce insufflation was 
similar to that required during an early stage of 
the menstrual cycle. In 22 of these cases in Group 
4 the pressure required was less than in the ovula- 
tory cycle. The authors explain this by the fact 
that 15 of the 22 patients also had amenorrhoea. 

Pre-operative sedation (0.1 g. pentobarbital 
sodium) was employed in 80 per cent of the cases 
reviewed and had a definite effect on tubal reaction. 
Higher pressures were required and the amplitude 
and frequency of the contractions were less. 

It is concluded that the optimal time for tubal 
insufflation is between the twenty-first and twenty- 
fourth days of the menstrual cycle, because at this 
time the response is more uniform, the amount of 
pressure required to produce insufflation is less, and 
there is diminished discomfort to the patient. 

E. L. Nicolson 


899. Radiological Study of Uterine Evacuation. 
(L’étude radiologique de |’évacuation utérine.) 

By J. Datsace. Gynéc. Obstét., 45, 808-813, 
1947. 2 figs., I ref. 

[In case the title is misleading it should be 
pointed out that the subject is a radiological study 
of uterine evacuation after “ lipiodol’’ injection 
for hysterosalpingography. | 

The author states that the technique of hystero- 
salpingography has not progressed for 20 years, 
and he thinks that the method of taking pictures 
could be improved. Further, he tries to show that 
it is as important to watch the viscid lipiodol 
running out of the uterus as it is to watch it running 
in. He describes a method of obtaining a series of 
pictures—similar to the method used for ‘radio- 
graphy of the duodenal cap many years ago—by 
exposing only one-quarter of a film measuring 
24 x 30 cm. at one time, the rest of the film being 
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screened by a special lead-rubber plate with a 
central rectangle 12 x 15 cm. cut out. 

Sterility is not just a question of patency of the 
Fallopian tubes, which can be decided by insuffla- 
tion. By hysterosalpingography it is possible to see 
areas of dilatation and atresia, to see residual col- 
lections of lipiodol in the Fallopian tubes, and to 
demonstrate the origin of tubal constrictions and 
pelvic adhesions. The state of the tubal muscula- 
ture can also be appreciated, as indicated by 
emptying of the Fallopian tube or stagnation of 
lipiodol. Rapid evacuation of lipiodol from a 
tube under suspicion suggests that salping- 
ostomy may be successful. Further mechanical 
sterility is not always of tubal origin. It may 
be due to uterine malformation, uterine septum, 
or fibroid or polyp in the cornua. Hyperactivity 
or hypoactivity of the uterus or Fallopian tubes 
may cause apparent tubal occlusion. 

The study of uterine evacuation of lipiodol in 
sterility permits of the study of other types of 
atresia in the cervico-isthmic portion of the uterus 
—for example, scars made through the application 
of forceps, through diathermy coagulation, or 
through simple dilatation. The lipiodol may stag- 
nate in the cervico-isthmic region and show up these 
lesions. Early endocervical carcinoma may be re- 
vealed because the majority of cancers of the cervix 
have an endocervical origin. This method of 
hysterosalpingography often makes curettage and 
laboratory tests superfluous. The lipiodol may 
reveal polyps and submucous fibroids or infiltrate 
the crevices of an epithelioma, or of a hypertrophied 
endometrium. 

The author gives details of his results. In 85 
cases of menopausal menorrhagia he has found 52 
cervical lesions, among which were 7 cancers of the 
body of the uterus. In 46 cases after the meno- 
pause, 21 malignant lesions were diagnosed. In 19 
cases total hysterectomy was performed where the 
only examination carried out had been hystero- 
salpingography; histological examination confirmed 
the radiological findings. G. Gordon Lennon 


goo. Uterotubal Insufflation. 
tubaria.) 

By C. A. Satvatore. Rev. Ginec, Obstet., 2, 
876-905, Dec. 1947. 11 figs. Bibliography. 

got. Treatment 
esterilidade. ) 

By J. SEGRE and C. A. SALVATORE. Rev. Ginec. 
Obstet., 1, 61-69, Jan. 1948. 


(Insuflagéo utero- 


of Sterility. (Tratamento da 


902. The Treatment of Sterility due to Uterine 
Hypoplasia with the Petit-Lafour Pessary. (Con- 
tributo clinico-statistico sulla cura della sterilita 
femminile da ipoplasia uterina mediante pessario tipo 
Petit-Lafour. ) 

By E. Tasca. Ginecologia, Torino, 13, 477-490, 
Oct. 1947. 35 refs. 


903. Gonadotrophins and Hormone Therapy of 
Sterility in the Female. (Gonadotrophines et hormono. 
thérapie de la stérilité féminine.) 

By F. Moricarp. Rev. Ginec. Obstet., 1, 36-50, 
Jan. 1948. 2 figs. 16 refs. 


Abnormality of the Reproductive Organs. 
904. Double Uterus with Massive Haematometra. 


By A. E. TritEs. Bull. Vancouver med. Ass., 
24, 76-77, Nov. 1947. 


Infections of the Reproductive Organs. 

905. Treatment of Bacterial Infections with 
Sulphonamides. (Die Behandlung bakterieller Infek- 
tionen mit Sulfonamiden.) 


By G. Domack. Zbl, Gynik., 69, 833-838, 1947. 


906. Intrapelvic Injection of Penicillin in Resistant 
Genital Infections. (La inyeccién intrapelviana de 


penicilina en los _ procesos genitales  infectivos 
rebeldes. ) 
By FERNANDEZ-Ruiz. Toko-ginec. pract., 7, 


11-14, Jan. 1948. 


907. The Occurrence of Enterococci in the Human 
Vagina. (Uber das Vorkommen von Enterokokken 
in der Scheide der Frau.) 

By H. Perit. Acta obstet. ginec. scand., 27, 
301-316, 1947. 12 refs. 

The author reports the results of a bacteriological 
study of the human vagina. Special procedures 
were adopted to grow enterococci and to inhibit the 
growth of other organisms. He was particularly 
interested in enterococci, because of the close 
relation of the vagina to the rectum. He studied 
the enterococci in great detail and examined their 
properties and their relation to penicillin. The 
secretion was obtained by means of a speculum 
from the upper third of the vagina. This pre- 
caution was taken because the author wished 
to study enterococci which had been present for 
some time in the vagina and to avoid obtaining 
enterococci which might have been recently intro- 
duced from the intestine. 

Vaginal secretions from 276 women were investi- 
gated—1oo from gynaecologically healthy women, 
mostly in the early part of pregnancy; 108 from 
women who had some gynaecological complaint; and 
68 from puerperal women, between the third and 
seventh days of the puerperium. Enterococci were 
present in 16 per cent of the first group, 17.5 per 
cent of the second group, and 33.2 per cent of the 
third group. Two groups of enterococci were 
isolated, with different reactions to various culture 
media and to penicillin. The author discusses in 
great detail the significance of the reactions in 
media. The importance of the presence of these 
organisms in gynaecological diseases requires 
further investigation. 

[This article is of interest to bacteriologists 
rather than to gynaecologists.] Gladys Dodds 
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REVIEW OF CURRENT LITERATURE 


908. Bartholin’s Abscess due to Typhoid Bacilli. 
(Abszess der Bartholinschen Driise durch Typhus- 
bazillen. ) 

By O. WoLFHAGEN. Zbl, Gynik., 69, 898-901, 
1947. 12 refs. 


go9. The Occurrence of Typhoid Bacilli in the 
Uterus and Vagina. (Uber das vorkommen von 
Typhusbazillen im Uterus und in der Scheide.) 

By L. NUERNBERGER. Geburtsh. u. Frauenheilk., 
8, 181-188, Jan. 1948. 22 refs. 

gto. Anaerobic Pathogens in the Vaginal Flora. 
(Die anaeroben Krankheitserreger in der Scheiden- 
flora.) 

By P. BERNHARD. Z, Geburtsh. Gynik., 128, 
264-297, 1947. 4 figs., Bibliography. 

git. Vulvar Myiasis. (Miase vulvar.) 

By J. M. Da Siva Perera. An. brasil. Ginec., 
12, 331-340, Nov. 1947. 3 figs., 11 refs, 

giz. Autovaccination Therapy in Vaginal Tricho- 
moniasis. (Vacinoterapia autéogena na_tricomonose 
genital feminina. ) 

By J. AbEopato FILHo. Obstet. Ginec. lat.- 
amer., 5, 31-41, Jan.-Feb. 1947. 17 refs. 

Failures of the usual local treatment of vaginal 
trichomoniasis are due mainly to the penetration 
of the protozoa into inaccessible surrounding tissues. 
In this paper, as in three previous ones published 
between 1937 and 1943, the author recommends the 
use of an auto-vaccine prepared according to a 
modified Golovine method. The mode of prepara- 
tion is as follows: a small quantity of vaginal pus 
aspirated with a capillary pipette is mixed with 
5 to 6 ml, of physiological saline. To this mixture 
are added two drops of a 5 per cent iodine solution 
in alcohol. Ten minutes later the organisms are 
dead and the autovaccine thus prepared is ready 
for use. The treatment consists in injecting under 
the skin progressively 0.25, 0.5, and 1 ml. until the 
dose of 2 ml. is reached [the intervals are not indi- 
cated], The author has treated 30 cases oi vaginal 
trichomoniasis by this method exclusively. Four- 
teen patients recovered after one course of injec- 
tions, 6 after two courses, and 1 after three. There 
were 4 failures, and 5 patients either interrupted 
their treatment or did not return for re-examina- 
tion. Except for occasional cases of slight fever, 
there were no untoward reactions. Cases where 
local treatment was associated with autogenous 
vaccine therapy are not included in this study. The 
conclusion is drawn that this therapy, because of 
its simplicity and its efficacy in the majority of 
patients, is of great value in vaginal trichomoniasis, 

A, Lilker 


913. Vaginal Trichomoniasis. (Algunas considera- 
ciones sobre tricomoniasis vaginal.) 

By D. Lopez FERRER. Ginec. Obstet. Méx., 2, 
451-455, Dec. 31, 1947. 6 refs. 


914. A Case of Recurrent Aphthous Uveitis with 
Associated Ulcus Vulvae Acutum (Lipschiitz) . 
I 





389 


By A. RuaG-Gunn. Brit. J. Ophthal., 31, 
396-409, July 1947. 5 figs., 13 refs. 

A case of recurrent uveitis is recorded. The 
initial attack of iritis in the left eye appeared to 
be of the usual septic type, a supposition strength- 
ened by the history of the removal of septic teeth 
five weeks previously. Loss of weight, night sweats 
and pyrexia, a pronounced Mantoux reaction, and 
alternation of attacks from one eye to the other 
led to the revised diagnosis of tuberculosis, but 
there was no evidence of pulmonary tuberculosis 
clinically or radiologically, The eye lesions now 
included a pigmented spot at the left macula, dusty 
vitreous in both eyes, a small area of diffuse choro- 
iditis and keratic precipitates in the right. The 
patient was very ill and giddy. The Wassermann 
reaction was negative and there was slight anaemia. 
The relapses were sudden and of short duration. 
About 12 months after the start of the trouble 
buccal aphthae appeared, but they were at first 
taken to be dyspeptic ulcers. When intractable 
vulval ulcers on the labium majus appeared 18 
months after the initial iritis, it became evident 
that the infection was due to a virus. The vulval 
lesion was identical with the ulcus vulvae acutum 
of Lipschiitz. Inclusion bodies were found on three 
occasions in the vulval ulcer but afterwards were 
absent, probably because a stage of healing had set 
in. During the course of the illness the patient 
was pregnant; improvement began in the last month 
or two oi gestation and was most marked after 
delivery. 

The eye signs included those of iritis with, at 
times, oedema of the cornea, colloid in the anterior 
chamber, turbidity and massive opacities of the 
vitreous, and the fundus changes already noted. 
Finally a necrotic apparently encapsulated exuda- 
tion occupied the whole of the vitreous of the left 
eye, pressing forward the lens and nearly obliterat- 
ing the anterior chamber, while the pupil was semi- 
dilated and fixed. This eye was blind. The right 
fundus showed pale spots and streaks with evidence 
of micro-cystic retinal degeneration, a very yellow 
disk, and a moderate flare in the anterior chamber; 
the vision was 6/36 with correction. 

J.D.M., Cardell 


915. Acute Non-venereal Ulceration of the Female 


Genitalia. (Beitrag zur Kenntnis der akuten nicht- 
venerischen Geschwiirsprozesse des  weiblichen 
Genitale. ) 

By H. Harti. Z. Geburtsh. Gynik., 128, 


307-326, 1947. 3 figs., Bibliography. 


916. Vulvitis due to Stress Urinary Incontinence. 


By J. W. Davies. Urol. cutan. Rev., 51, 
635-042, Nov. 1947. 8 figs., 8 refs. 


917. Pruritus Vulvae from Rubber, Due to Allergic 
Sensitivity to Alkali. ; 

By G. H. V. CrarKe. Brit. J. Derm. Syph., 60, 
57-60, Feb. 1948. 7 refs, 
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918. Treatment of Adnexal Inflammation with 
Penicillin. (Anexitis tratadas con penicilina.) 
By V. Norarto Garcia. Rev. esp. Obstet. Ginec., 
6, 430-433, Nov.—Dec. 1947. 1 fig. 


919. Diagnosis and Treatment of Tuberculous 
Salpingo-oéphoritis. (Synpunkter pi den tuberkulésa 
salpingo-odphoritens diagnos och behandling.) 

By O. Hacen. Nord. Med., 36, 2197-2200, Oct. 
31, 1947. 21 refs. 


New Growths of the Reproductive Organs. 


920. A Comparative Study of Stilbenes and Dihydro- 
folliculin Benzoate. II. Their Action on the Genital 
and the Urinary Functions, on the Mammary Glands, 
and on the Liver in Rabbits. (Ricerche comparative 
fra gliostilbeni ed il benzoate di diidrofollicolina, IT. 
La loro azione sull’apparato genitale, urinario, sulle 
mammelle e sul fegato di coniglie.) 

By T. Patapino. Ginecologia, 13, 265-208, 
June 1947. 18 figs., Bibliography. 

A comparative study was made of the lesions 
produced by the daily administration of 0.03 or 
0.1 mg. of dihydrofolliculin benzoate (oestradiol 
benzoate), stilboestrol, and stilboestrol propionate 
on the genital and urinary apparatus, on the mam- 
mary glands, and on the liver and vessels of rabbits, 
sterilized and not sterilized. All these oestrogens 
produced the same lesions in animals treated for 
35 days. The stilbenes proved to be more active 
in all cases. After treatment for 6 months and 1 
year respectively both drugs produced degenerative 
and proliferative alterations in the genital appara- 
tus. The stilbenes caused an adenomatous 
hyperplasia similar to the cystic glandular hyper- 
plasia brought about by the administration of 
folliculin in the same doses and for the same period 
of time. 

In an experiment in which 0.1 mg. of oestradiol 
benzoate was administered to 42 rabbits for 1 year 
the author was able to produce 2 fibroids in the 
uterine cornu of 1 animal. The administration of 
stilbenes produced zonular adenomata in the uterine 
cornua in 1 of 32 rabbits treated; infiltration of 
the mucosa (adenomyosis) was encountered twice. 
It may, however, be assumed that the correct use 
of these hormones will not cause the growth of 
tumours; rabbits killed after 6 months showed no 
trace of atypical proliferation of endometrium. 

In this study the results of examination of the 
urinary system suggest that average doses of 
folliculin or stilbenes administered cyclically may 
be given for resistant infections of the urinary 
apparatus in menopausal women and in those with 
pyelitis of pregnancy. The histological modifica- 
tions in the urinary apparatus of the rabbits treated 
with oestrogens for 6 months and 1 year respec- 
tively suggest that with such hormones it is possible 
to produce lesions, including secondary contracted 
kidney and papillomatosis of the bladder mucosa. 

Hyperaemia, oedema, and hyperplasia of the 
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mammary glands of sterilized and non-sterilized 
rabbits were observed soon after administration of 
folliculin and stilbenes. Such modifications occurred 
earlier in the animals treated with 0.1 mg. of stil- 
benes. Glandular hyperplasia was seen after 6 
months and 1 year, Administration for periods 
exceeding I year produces pre-carcinomatous 
lesions with epithelial metaplasia which may 
occlude completely the glandular lumen, and a 
marked interlobar sclerosis. Such lesions were more 
diffuse with the larger dose of stilbenes. 

A total dose of 3.5 mg. of folliculin or stilbenes 
administered during 35 days did not produce any 
toxic effects on the liver of rabbits weighing 1,500 g. 
Administration for 6 months and 1 year produced 
hyperplasia and hypertrophy of the biliary ducts 
and degenerative and haemorrhagic lesions of the 
liver; such lesions were more extensive with the 
o.1-mg. dose of both hormones, and more pro- 
nounced when stilbenes were used, but never so 
severe as to cause death. The rabbits treated for 
35 days with both drugs showed only dilatation 
of capillaries and of venous and arterial pre- 
capillaries; after 6 months and 1 year respectively 
capillary haemorrhages and hyperplasia of the 
intima were observed; the changes were more 
accentuated when 0.1 mg. of stilbenes was used. 

Rina Saunders 


g21. Advances in Practical Prevention of Gyne- 
cologic Cancer. 

By R. J. Crossen. Amer. J. Obstet. Gynec., 54, 
179-187, Aug. 1947. 8 refs. 

The treatment of chronic inflammatory lesions 
such as cervicitis and leukoplakic vulvitis, and in 
certain cases the removal of involuting organs, are 
important measures in preventing gynaecological 
malignant disease. Cervicitis should be treated by 
conization rather than by electrocoagulation, s0 
that all tissue may be examined microscopically. 
Patches of leukoplakic vulvitis should be excised 
if vitamin-A therapy fails to cure. Carcinoma of 
the ovary frequently develops without symptoms, 
until at laparotomy it is found to be inoperable. 
The author advises 6-monthly pelvic and abdominal 
examinations to detect the earliest signs of adnexal 
tumour or ascites. These should be carried out in 
all women between 40 and 60 years of age. Removal 
of both ovaries is advised whenever the abdomen 
is opened in patients over 43 years of age, unless 
there are particular contra-indications. Fibroids 
causing symptoms should, after the age of 49, 
generally be treated by total hysterectomy and 
bilateral salpingo-odphorectomy, rather than by 
curettage and production of an artificial meno 
pause. Finally, since the majority of cases of 
endometrial cancer occur in women who have had 
a delayed menopause (periodic losses after the age 
of 48) this symptom should always be treated by 
diagnostic curettage and radium. 

Braithwaite Rickford 
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g22. Pelvic Sympathoma. 
viano. ) 

By S. Dexeus. Rev. esp. Obstet. Ginec., 6, 
395-405, Nov.—Dec. 1947. 8 figs., 21 refs. 


(Simpatocitoma _ pel- 


g23. Multiple Blastomata and Preblastomata of the 
Genital System with Particular Reference to Onco- 
genetic Endocrine Factors. (In tema di blastomatosi 
multipla e di preblastomatosi della sfera genitale 
con particolare riguardo ai fattori oncogenetici 
endocrini. ) 

By G. Niosi-Cusimano. Guinecologia, Torino, 
13, 453-476, Oct. 1947. 3 figs., Bibliography. 

924. Malignancy of the Vulva. 

By J. A. Brown. Canad. med. Ass. J., 58, 
181-183, Feb. 1948. 


925. High Lymphadnectomy and Sympathectomy 
in Carcinoma of the Vulva. 

By E. M. Rosertson. Amer, ]. Obstet. Gynec., 
55, 79-85, Jan. 1948. 4 refs. 

926. Syringo-steato-adenoma Papilliferum Cysticum 
Vulvae. [In English. } 

By J. R. PRrakKen. Acta devm.-venereol., 
Stockh., 27, 432-438, 1947. 4 figs., 8 refs. 

927. Giant Myxoma of Vulva. 
da vulva.) 

By A. A. Branco. An. brasil. 
345-350, Nov. 1947. 3 figs., 17 refs. 

928. Primary Carcinoma of the Vagina: A Brief 
Review of the Literature and Reports of Four Cases. 

By M. B. McIvratu. Med. J. Aust., 2, 231-234, 
Aug. 23, 1947. 16 refs. 

The author briefly reviews the published cases of 
primary carcinoma of the vagina and emphasizes 
the poor prognosis. The aetiology is unknown; the 
disease occurs in both the parous and nulliparous, 
in the young and in the old. A watery, blood- 
stained discharge, often post-coital when first 
noticed, is the most common symptom. The lesion 
nay take the form of an indurated nodule with 
subsequent ulceration, or be more proliferative in 
character. Histologically it is usually a squamous- 
cell carcinoma, but adenocarcinomata which were 
apparently primary growths in the vagina have 
been described. Secondary deposits may occur in 
the inguinal, external iliac, and hypogastric lymph 
nodes, or in the sacral nodes according to the site 
of the primary tumour. Most of the published cases 
were treated by radiation, but radical surgery was 
performed in some, though no comparison of results 
is given. 

The author describes 4 new cases. All 4 patients 
Were parous and 2 had previously been submitted 
to hysterectomy, but the reason for the operation 
was not known for certain. Some degree of prolapse 
was present in all 4 cases, and in 1 there was a 
procidentia. Radium needles were used for treat- 
ment, There was recurrence in 4 months, 6 months, 
7 months, and 3% years respectively in the 4 cases. 


J. Stallworthy 
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g29. Contribution to the Study of Cysts of the 


Uterus. (Contributo allo studio delle cisti dell’utero.) 
By P. Quinto. Riv. ital. Ginec., 30, 3-35, 1947. 
12 figs., Bibliography. 


930. Malignant Lesions of the Uterus Associated 
with Estrogen-producing Ovarian Tumors: Report of 
Two Cases. 

By E. Mussry, M. B. Dockerty, and J. C. 
Masson. Proc. Mayo Clin., 23, 63-70, Feb. 4, 1948. 
22 refs. 


931. An Inquiry into the Causes for Bleeding from 
Uterine Myomata. 

By L. D. ObELL and J.C. Scott. J. Kansas med. 
Soc., 48, 537-540, Dec. 1947. 1 fig., 23 refs. 


932. Uterine Myomata and Arterial Hypertension. 
(Mioma uterino e hipertensao arterial.) 

By A. W. Neto, J. HaMeRmeEsz, and N. C. 
SaLuM. Rev. paulist. Med., 30, 75-94, Feb. 1947. 
6 figs., 22 refs. 


933. Cystic Glandular Hyperplasia, Squamous Meta- 
plasia, and Uterine Carcinoma. Their Common 
Origin in the Ovarian Interstitial Tissue. (H.G.K., 
métaplasie pavimenteuse et carcinome utérin. Leur 
origine commune dans I’interstitielle ovarienne. ) 

By R. Bourc. Ann. Endocrinol., Paris, 8, 
165-170, 1947. 5 figs. 

The author reviews the literature of the associa- 
tion between endometrial hyperplasia, squamous 
metaplasia, and carcinoma of the uterine body in 
respect of the human, monkey, and rodent female. 
These are regarded as associated conditions result- 
ing from natural or induced hyper-oestrogenism. 

In 1 patient, aged 45, whose endometrial biopsy 
showed typical cystic hyperplasia, a menopause 
was produced by radium. Three years later there 
was slight bleeding bleeding after administration 
of 30 mg. “‘ distilbene ’’ over a period of 12 days. 
Thinking the bleeding was due to oestrogens, the 
patient ceased taking them. A year later, and 4 
years after the induced menopause, she returned 
complaining of a slight but continuous blood loss 
and frequent hot flushes. Curettage now showed 
hyperplasia, squamous metaplasia, and carcinoma. 
Total hysterectomy was performed. No evidence 
of malignancy was found in the specimen. The 
ovaries were sclerotic but noticeably yellow. 
Secretory cells similar to testicular interstitial cells 
and staining richly with Sudan III were noted in the 
ovarian interstitium. As no thecal remnants were 
seen, a new secretory function is attributed to these 
cells, which are claimed to be present as the result 
of irradiation, Their secretion is claimed to be the 
cause of the carcinomatous transformation. The 
danger is stressed of oestrogen therapy in the pre- 
or post-menopausal woman. ; 

[From the photomicrographs it is not possible to 
substantiate the diagnosis of carcinoma. } 

Magnus Haines 
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934. Contribution to the Morphological Study of the 


Ovary and Endometrium in Uterine Fibroids. 
(Contributo allo studio morfologico dell’ovario e 
dell’endometrio nei miofibromi uterini.) 

By E. Moraccri. Arch. Ostet. Ginec., 
193-210, July—Aug. 1947. 7 figs., 4o refs. 

The pathogenesis of uterine fibroids and their 
relation to increase in oestrogens are discussed. The 
coexistence of fibroids, polycystic ovary, and cystic 
glandular hyperplasia of the endometrium has been 
observed with different frequency by various 
authors. The diversity of clinical and experimental 
reports justifies a new contribution on the subject. 
Twenty cases of fibroids were studied, the patients 
being between the ages of 21 and 49 years; none 
was menopausal, Menstrual disorders were present 
in 18 cases (8 menorrhagia, 3 metrorrhagia, and 7 
meno-metrorrhagia). The tumour was subserous in 
6 cases, intramural in 8, and submucous in 6. Sub- 
total hysterectomy and bilateral removal of the 
adnexa was performed. The diagnosis was con- 
firmed histologically. 

The principal object of the study was to observe 
in each case the morphology of the ovary and 
endometrium, to compare the results in the two 
organs, and to interpret the clinical manifestations. 
Polycystic ovary in its various forms was encoun- 
tered in 17 cases, but only 2 of these were associated 
with cystic glandular hyperplasia of the endo- 
metrium, which is a sure anatomical sign of 
hyperoestrinism; 11 others were accompanied by a 
simple glandular hyperplasia of the endometrium, 
and hyperoestrinism in these cases appeared doubt- 
ful, signs of lutein activity being found in the ovary 
of most of them; 4 were associated with a normal 
uterine mucosa in different functional phases, and 
therefore hyperoestrinism is excluded in these cases. 
Sclerosis of the ovary with diffuse atresia of 
follicles and atrophy of the uterine mucosa was met 
with in 3 cases. The morphological study of the 
ovary showed that in the majority of patients the 
activity of the corpus luteum was maintained; in 
9 cases only corpora albicantia were observed. 

Areas of thrombosis and necrosis of the vascular 
walls were often found in the endometrium in the 
cases of simple glandular hyperplasia. Metrorrhagia, 
menorrhagia, and meno-metrorrhagia were not 
constantly related to either the site of the tumour 
or the appearance of the uterine mucosa, being 
associated both with hyperplastic and with atrophic 
condition of the latter. Hence menstrual disorders 
connected with fibroids are not always due to 
hyperoestrinism. 

Uterine fibroids may be associated with hyper- 
oestrinism, with lutein hyperactivity, or with other 
dysfunctional conditions of the ovary, and with 
normal endocrine function of that organ. 

Rina Saunders 
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935. Secretory Activity of the Stomach in Patients 
with Uterine Fibroids. (Attivita secretoria dello 


stomaco nelle portatrici di fibroma uterino.) 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


By V. Grrarpi and V. Rinp1. Riv, ital. Ginec., 
30, 338-346, 1947. 19 refs. 

936. Treatment of Uterine Fibroids. (Contribucién 
al estudio del tratamiento del fibromioma uterino.) 

By M. L. QuaprRas BorpeEs. An. Med. Barcelona, 
34, 359-361, Sept. 1947. 

937. Treatment of Fibroids with Radium. 
miento de los fibromas uterinos por el radio.) 

By M. T. F. DE Gaupino. Toko-ginec. pract., 7, 
1-10, Jan. 1948. 

938. A Clinical Review of 262 Cases of Cancer ot 
Uterus. |In English. ] 

By L. MarTINDALE. 
531-541, Nov. 13, 1947. 

939. Carcinoma Botryoides Uteri in the Infant, 
with a Personal Observation, (Uber das Carcinoma 
botryoides uteri beim Sdugling mit einer eigenen 
Beobachtung. ) 

By F. Kootz. Zbl. Gynik., 69, 755-758, 1947. 
5 figs., 38 refs. 

940. The Treatment of Uterine Carcinoma by 
General Gynaecologists. (Die Behandlung des Uterus. 
karzinoms in der freien Praxis.) 

By K. Fetr. Zbl. Gynidk., 69, 918-920, 1947. 
3 refs. 


(Trata 


Acta vadtol., Stockh., 28, 


941. The Question of Radium Dosage in Gynae- 
cology. (Uber Radiumdosierungsfragen in der gynii 
kologischen Praxis.) 

By W. Mostus. Strahlentherapie, 
1947. 6 figs., Bibliography. 

942. The Physiological Characteristics of Uterine 
Cancer in Relation to Radiation Therapy. 

By J. F. Noran. J. Lancet, 68, 1-5, Jan. 1948. 
5 refs. 

943. Methods to Reduce the Dangers of Radio- 
therapy in Cancer of the Uterus. [In English. | 

By D. D. Hoep. Acta radiol., Stockh., 28, 
497-504, Nov. 13, 1947. 

944. Bilateral Spontaneous Fracture of the Femoral 
Neck after X-ray Irradiation of Uterine Carcinoma. 
(Ein weiterer Fall von doppelseitiger Spontanfraktur 
des Schenkelhalses nach Réntgenbestrahlung wegen 
Uteruskarzinoms. ) 

By L. DietHELM. Strahlentherapie, 77, 107-111, 
1947. 18 refs. 

945. Malignant Teratomas and some Remarks on 
their Radiosensitivity. [In English.] 

By W. Harris, Acta radiol., Stockh., 28, 
633-637, Nov. 13, 1947. 7 refs. 

946. Cervical Cancer: A Disordered Growth 
Response to Inflammation in the Presence of Estrogen 
Excess and Nutritional Deficiency. Cytological, 
Clinical, Nutritional and Pathologic Studies. 

By J. E. Ayre. Amer. J. Obstet. Gynec., 54, 
363-390, Sept. 1947. 17 figs., 38 refs. 

The author claims to provide evidence that 
squamous carcinoma of the cervix may be an 
abnormal inflammatory response in a patient with 
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a nutritional deficiency of thiamine and an excess 
of oestrogen, which excess, he suggests, may result 
from the thiamine deficiency. His investigations 
at McGill University, Montreal, were initially 
prompted by the observation that vaginal smears 
in cases of cervical cancer often show keratinization 
of vaginal epithelium in excess of that to be 
expected from the patient’s age. In 1 of his early 
cases this was corroborated by the recovery on 
curettage of vigorously proliferative endometrium. 
Subsequent study has shown abnormal cornifica- 
tion in 75 per cent of cases of cervical cancer, More 
recently he has observed an abnormal oestrogenic 
cornification in patients whose diets were deficient 
as a result of ‘‘ slimming’’ (with or without alco- 
holism) and in whom biochemical studies revealed 
deficient excretion of thiamine. This has prompted 
the investigation of a series of 100 patients, 50 of 
whom had proved cervical cancer and 50 of whom 
were normal controls. [The author gives a few 
indications of the source of his ‘‘ normal ’’ controls, 
and it is not possible to form any opinion of whether 
the comparison is truly justifiable. ] The results are 
shown in the table below. 
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In the cancer cases stained films were made from 
material obtained by scraping the ‘‘ smooth 
mucosal surface of the cervix peripheral to the 
growth ’’ with a small spatula. [It is not clear 
whether a precisely similar technique was used in 
the controls.] In assessing thiamine deficiency a 
“vitamin tolerance ’’ method was employed. 

The author suggests that abnormal cornification 
of the cervix may be interpreted as an indication of 
local accumulation of oestrogenic substances. He 
refers: (a) to the experimental work of Brunelli 
(Arch, int. Pharmacodyn., 1935, 49, 214, 243, 262, 
295) demonstrating the concentration and fixation 
of oestrogen in the inflamed tissues of rabbits; and 
(b) to that of Biskind and Biskind (Science, 1941, 
94, 462), demonstrating the part played by the 
vitamin-B complex in facilitating the inactivation 
by the liver of circulating oestrogens. He suggests 
that similar mechanisms in the adult human 
female predispose to the occurrence of cervical 
cancer by excessive local concentration of oestrin 
in the presence of cervicitis and thiamine deficiency. 
In 1 case the administration of stilboestrol ‘‘ in 
moderate doses over an interval of 10 weeks ’’ to 
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a patient with chronic cervicitis and a low thiamine- 
excretion level was followed by the appearance of 
a cancer-like growth at the squamo-columnar 
junction. The patient is described as showing no 
evidence of recurrence clinically or cytologically 6 
months after local excision of the squamo-columnar 
junction with the electro-cautery. 

[The author’s acceptance of excessive cornifica- 
tion of the cervix as an indication of local oestrogen 
excess is not supported by objective evidence. 
Accidental tangential section might well account 
for the appearances in his histological illustrations 
of hyperkeratinization. Since he suggests that 4 
out of every 5 adult cervices show some degree of 
chronic cervicitis and that this is productive of 
local oestrogen excess, which leads to hyperkera- 
tosis, it becomes necessary to explain the fact that 
only 3 out of his 50 control cases showed abnor- 
mally high cornification. This discrepancy strongly 
suggests either some loading of his statistical 
material or a difference in the interpretation of his 
cytological investigations. The paper contains at 
least one error in arithmetic; 6.2 per cent of high 
cornification in 50 controlled patients is obviously 
wrong. The unfamiliar symbol a (alpha) in referring 
to the excretion of thiamine requires explanation. 
It may possibly be a misprint for y (gamma). 
Nevertheless the paper is interesting, and the argu- 
ments are clearly reasoned and will repay study. | 

W. I. C. Morris 


947. The Increased Incidence of Carcinoma in the 
Cervical Stump. (Uber die Zunahme der Portio- 
stumpfkarzinome. ) 

By F. Kocu. Zbl. Gynik., 69, 910-917, 1947. 
1 fig., 15 refs. 


948. The Relation between Carcinoma Development 
and Atypical Cervical Epithelium Found at Colpos- 
copy. (Uber die Beziehungen zwischen Karzinom- 
entwicklung und dem _ kolposkopisch gefundenen 
atypischen Epithel an der Portio.) 

By G. MESTWERDT and A. MONCKEBERG. 
Geburtsh. u. Frauenheilk., 7, 156-172, Dec. 1947. 
11 figs., 38 refs, 


949. Vaginal Smears as an Aid in the Diagnosis of 
Early Carcinoma of the Cervix. 

By M. FREMontT-SmitH, R. M. GranaM, and J. V. 
Meics. New Engl. J. Med., 237, 302-304, Aug. 28, 
1947. 13 refs. 

Only 11 per cent of cases of carcinoma of the 
cervix are seen at an early stage; such growths have 
a latent or pre-invasive period of about 6 years 
between their onset and the appearance of clinical 
symptoms and signs. The authors refer to the 
method, described by Papanicolaou and Traut, of 
diagnosis of uterine carcinoma by finding tumour 
cells in the vaginal secretion: the smear is taken 
from the posterior fornix by suction with a dry 
capillary-ended pipette. This fluid is blown on to 
a slide and a smear is made and stained for cancer 
cells: reference is made to the original paper for the 
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criteria for the recognition of these cells. Seventeen 
cases of early carcinoma of the cervix are reported 
(5 previously recorded with 12 new ones), Fourteen 
patients gave a history of either bleeding or dis- 
charge and 3 had no symptoms, In 5 cases, either 
a first or a subsequent biopsy was positive; in 5 
no biopsy was performed, and in the remaining 7 
it was negative. The vaginal smears were positive 
for tumour cells in 15 out of the 17 cases. Details 
are given of the subsequent pathological findings 
after operation in the 12 new cases. The statement 
is made that the diagnosis of pre-invasive carcinoma 
of the cervix is possible by study of the vaginal 
smear. Hugh R. Arthur 


950. Cervical Cytology in Diagnosis of Early Cancer. 

By J. E. Ayre. J. Amer. med. Ass., 136, 
513-517, Feb. 21, 1948. 1 fig., 13 refs, 

951. The Cytologic Method in the Diagnosis of 
Cancer. 

By M. FREMONT-SmITH, R. M. GRaHaM, and J.V. 
Meics. New Engl. ]. Med., 238, 179-181, Feb. 5, 
1948. 17 refs. 

952. A Symptomless Cervical Carcinoma Discovered 
by Colposcopy. (Ein kolposkopisch entdecktes symp- 
tomloses Portiokarzinom. ) 

By R. Ganse. Zbl. Gynik., 69, 920-922, 1947. 

953. Results of Treatment of Carcinoma of the 
Cervix Uteri. (Die Ergebnisse der Behandlung des 
Gebarmutterhalskrebses an der Fraukenklinik und 
dem Réntgenhaus des Allgemeinen Krankenhauses 
Hamburg-Barmbeck in den Jahren 1927-1938 nach 
den Grundsatzen der elektiven Therapie und mit 
besonderer Beriicksichtigung der Operation nach 
Bumm-Wertheim.) 

By H. KOHLER and F. HaeEniscH. Strahlen- 
therapie, 76, 342-360, 1947. 14 refs. 

The 5-year cure rate has been investigated in 
530 of 582 cases of carcinoma of the cervix: 315 
were treated by operation combined with irradia- 
tion therapy, and 215 by irradiation therapy alone; 
181 Stage III and IV and 34 Stage I and II 
carcinomata were treated by irradiation therapy 
alone, the remainder by operation. The cure rates 
for all Stage I and II cases were 110 out of 146 
(76 per cent) and 105 out of 203 (51 per cent) 
respectively, and represent mainly the results from 
combined operation and X-ray therapy. The 215 
cases treated by X-ray therapy alone—that is, the 
majority of inoperable Stage III and IV cases— 
gave a cure rate of 22.3 per cent (48 out of 215). 
The absolute cure rate for all cases was 42.6 per 
cent (248 out of 582), or 46.7 per cent of the 530 
patients treated. The primary mortality from 
operation was 6.3 per cent and from X-ray 
therapy 3.2 per cent, Where radium was used the 
Stockholm technique was adopted, a total of 6,000 
mg.-hours being given in three courses. Full details 
of the method, doses, and fields of X-ray therapy 
are included. 

The Bumm-Wertheim operation, of which exact 





details are given, was performed in 275 Stage I and 
II cases, with a cure rate of 183 (66.6 per cent) and 
a primary mortality of 16 (5.8 per cent), a Pfan- 
nensteil transverse incision being used. The Bumm 
modification consists in first exposing and then 
removing the hypogastric glands and parametria, 
by dividing the peritoneum vertically to the round 
ligament after division of the infundibulo-pelvic 
fold and vessels and continuing the incision until 
the pelvic vessels are exposed. The connective tissue 
and, below, the parametrial tissue are removed by 
sponge dissection from the bifurcation of the 
common iliac artery downwards and towards the 
uterus; separation of all the parametrial tissue, 
lymph nodes, and lymphatics follows. This method 
is believed to be quicker, cleaner, and easier, and 
tissue planes are more readily defined. The ureter 
is also exposed to the point where it is crossed by 
the uterine artery without further dissection, and 
the authors stress the danger of subsequent necrosis 
of the ureter by unnecessarily wide freeing. After 
division of the uterine artery the operation pro- 
ceeds according to the original Wertheim technique. 

Examination of the lymph nodes removed by 
this method showed carcinomatous deposits in 57 
cases (20.7 per cent), in which 23 cures were 
obtained (40.3 per cent), The authors quote these 
figures as an argument in favour of the external 
operation and against the Schauta-Stoeckel vaginal 
operation. 

{An absolute cure rate of 42 per cent is impres- 
sive; it is therefore important to analyze these 
statistics very carefully. It will be noted that the 
incidence of Stage I and II carcinomata is much 
higher than is seen in most clinics—namely : Stage 
I, 146 out of 582 (25 per cent); Stage II, 203 (35 
per cent); Stage III, 160 (27.5 per cent); Stage IV, 
73 (12.5 per cent). This compares most favourably 
with the 5 to 10 per cent for Stage I and 20 to 30 
per cent for Stage II seen in collected figures from 
other sources. Absolute cure rates as high as 80 
and 60 per cent for Stage I and II cases respectively 
have been obtained by irradiation alone, and are 
still better than the 70 and 50 per cent claimed by 
the authors for operation followed by irradiation. 
Their low operative mortality and high cure rate, 
even in selected cases, are none the less remark- 


able. | E. D. Grasby 
954. Treatment of Cervical Cancer. [In English.] 
By L. Apter. Acta radiol., Stockh., 28, 


474-492, Nov. 13, 1947. 22 refs. 
955. Discussion on Some Aspects of Surgical and 
Radiological Treatment of Carcinoma of the Cervix. 
By S. Mirra andG. E. RicHarps. Proc. R. Soc. 
Med., 40, 907-922, Dec. 1947. 9 figs., 5 refs. 
956. Blood Transfusion in the Treatment of Cancer 
of the Cervix Uteri with Radiant Energy. [In Russian. | 
By D. Matsaya. Akush. Ginek., No. 3, 24-25) 
1947. : 
Twenty-five cases of carcinoma of the cervix and 
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jcases of uterine fibroma received blood transfusion 
during the course of radiotherapy. The amount of 
each transfusion varied from 100 to 370 ml. and 
the total blood given in each case varied between 
y8oand 550 ml. In each case the blood transfusion 
had a favourable effect on the patient. There were 
improvement in the blood picture, increased 
appetite and better sleep, and disappearance of 
headaches. A. Orley 


957. Post-operative Irradiation (y-Therapy) in 
Cancer of the Cervix Uteri. [In Russian. ] 

By V. P. ToBitevicH. Akush. Ginek., No. 3, 19- 
24, 1947. 

This paper is based on an analysis of 309 cases of 
cervical carcinoma. Of these, 199 were in the first 
stage, 100 in the second stage, and 1o in the third 
stage of the disease (international classification). 
The material is divided into three groups—namely, 
cases treated by radical operation only, cases 
trated by radical operation followed by post- 
operative irradiation, and cases treated by pre- 
| operative irradiation followed by radical operation. 
There is no doubt that the best survival rates were 
obtained in the third group—that is, those treated 
_ by radical operation and pre-operative irradiation. 
| In this group 43.7 per cent were alive 5 to 15 years 
after the operation, compared with 25.8 per cent in 
the first group and 30.2 per cent in the second 
group. Six fields 10 x 15 cm. were irradiated with a 
dose of 800 r per field, at 180 kV and 30 cm. skin- 
focus distance, with 0.5 mm. Cu plus 1 mm. Al. 
filters. The author stresses the importance of 
| having the operation and the irradiation carried 
out by the same person and not by a surgeon and 
| radiotherapist separately. A. Orley 


958. Intravaginal Filterless X-ray Therapy of Cancer 
of the Cervix Uteri. [In Russian. ] 

By L, SHEKHTMAN. Akush. Ginek., No. 3, 14-18, 
| 1947. 1 fig. 
The author’s method allows the application to 
» the cervical tumour through a vaginal speculum 
| of 15,000 to 20,000 r or of even larger doses of 
| X-rays. The tension used varied from 85 to 180 kV 
according to the type of apparatus. The focus- 
tumour distance was 35 to 40 cm. and the output 
of the tube at that distance varied from 30 to 100 r 
per minute according to the setting of the appara- 
tus, 1,000 to 2,000 r being given at a treatment and 
the number of treatments varying from ten to 
twenty. The width of the field, which varied from 
2to 4cm. in diameter, was determined by a lead 
glass or metal applicator fixed to the tube. The 
method was used in 16 cases of cervical carcinoma 
in the first stage and in 6 cases in the second and 
third stages. Excellent results were obtained in 
all the first-stage cases. The advantages of the 
method are the absence of toxic effects and of com- 
plications, the possibility of varying the penetra- 
tion of the radiation according to the extent of the 
tumour, and the possibility of carrying out treat- 
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ment in the out-patient department. Another 
advantage is that no special apparatus is required. 
The disadvantage is the difficulty of accurate 
centring. A, Orley 


959. The Radiation Treatment of Carcinoma of the 
Corpus Uteri. 

By E. Trapp and M. Harpik. Canad. med. Ass. |. 
58, 115-118, Feb. 1948. 2 figs., 17 refs. 

960. The Experiences with Radiotherapy in Cancer 
of the Cervix and of the Corpus of the Uterus at the 
Radiumcenter in Odense. [In English. ] 

By P. Jacosy. Acta vadiol., Stockh., 28, 505- 
518, Nov. 13, 1947. 13 refs. 


961. New Method of Radium Therapy in Carcinoma 
of the Cervix. (Méthode nouvelle de curiethérapie du 
cancer du col utérin.) 

By J. SwyNGEDAuwW and D. Matué. Lille chir., 
22, 251-255, Sept.-Oct. 1947. 5 figs. 

962. The Distribution of Radiation in the Treatment 
of Carcinoma of the Cervix. [In English.] 

By M. Donatpson. Acta radiol., Stockh., 28, 
769-775, Nov. 13, 1947. 6 figs., 11 refs. 

963. Results of Treatment of Cervical Carcinoma in 
the Radiotherapy Institute, Helsinki, from 1937-42. 
(Uber die Behandlungsergebnisse der Kollumkarzi- 
nome in Strahlenbehandlungsinstitut zu Helsinki aus 
den jahren 1937-42.) 

By V. Kananpaa and J. O. KaANKKUNEN. Acta 
radiol, Stockh., 28, 519-530, Nov. 13, 1947. 28 refs. 

964. Some Complicating Factors in the Radium 
Treatment of Carcinoma of the Cervix Uteri. [In 
English. ] 

By G. I. SrracHan. Acta radiol., Stockh., 28, 
545-553, Nov. 13, 1947. 8 refs. 

965. Summary of Results in the Radiation Treat- 
ment of Uterine Cervical Cancer. [In English. ] 

By H. Swanperc. Acta radiol., Stockh., 28, 
545-563, Nov. 13, 1947. 

966. Rectal Injuries Following the Stockholm 
Method of Treatment of Cancer of the Cervix Uteri. 
{In English. ] . 

By A. INGLEMAN-SUNDBERG. Acta radiol., 
Stockh., 28, 760-764, Nov. 13, 1947. 9 refs. 


967. Common Peculiarities of Patients with Adeno- 
carcinoma of the Endometrium, with Special Reference 
to Obesity, Body Build, Diabetes and Hypertension. 

By W. T. Moss. Amer. ]. Roentgenol., 58, 203- 
210, Aug. 1947. 3 figs., 37 refs. 

A series of 23 cases of carcinoma of the endo- 
metrium, proved by biopsy, is reported; features 
recorded are: age incidence (average, 61.2 years); 
race and parity (neither of which appeared to be 
significant); and time of onset of the menopause, 
alleged to be delayed in these cases by some workers 
but normal in the recorded series. 

Fibroids were equally prevalent in malignant and 
non-malignant patients (approximately 40 per cent 
in each group), and these are not a significant 
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aetiological factor. A short review of recent work 
on oestrogenic stimulation suggests the conclusion 
that hyperoestrinization or the unopposed action 
of oestrin is not a factor in the production of endo- 
metrial carcinoma. Attention is drawn to the 
association of certain diseases with certain types 
of body build, and Robinson is quoted as saying 
that the body build is the outward expression of 
the fundamental neuroendocrine change which lies 
at the root of the particular disease : thyrotoxicosis, 
gastro-duodenal disease, and _ cardiovascular 
disease are cited as examples. Tannenbaum’s 
experimental and statistical work on the relation of 
obesity to carcinoma is noted, and it is stated that 
obesity is frequently associated with carcinoma of 
the body of the uterus. The reported series is 
analyzed by weight (17 were 10 per cent over 
weight), build index (height /chest circumference), 
and ponderal index (weight x 100/height x chest 
circumference): by this analysis 61 per cent of 
patients were heavyweights with lateral body build. 

Glucose-tolerance tests were carried out on all 
cases; of the 16 heavyweights 13 had abnormal 
hyperglycaemic curves, and of these 8 were found 
to have diabetes. After reference to work On the 
incidence of diabetes in older obese patients 
generally, it is stated that there were more diabetics 
in this series of carcinoma of the uterus than could 
be accounted for by coincidence and age group. 
The relation of diabetes to duration of obesity is 
mentioned, and it is stated that of the 13 cases with 
hyperglycaemic curves 12 had been 10 per cent over 
weight for 20 years or more. 

Hypertension—that is, a blood-pressure over 
140/90 mm. Hg—was found in 18 out of the 23 
cases, and 12 of the 18 had lateral body build. 
Robinson is again quoted in support of the conten- 
tion that hypertension is part of the pattern of 
patients with lateral body build and not associated 
with obesity per se; if this work is accepted, the 
iucidence of lateral body build in carcinoma uteri 
accounts for the incidence of hypertension. Basal 
metabolic rate was found to average +9 per cent 
(+62 to —11 per cent) and blood cholesterol 
286 mg. per 100 ml. (377 to 173 mg. per 100 ml.), 
but no correlation with the other factors under 
consideration was found. 

The author stresses that the factors under con- 
sideration are not regarded as causative, but that 
they coincide with carcinoma of the body of the 
uterus often enough to suggest that particular care 
should be taken to exclude that diagnosis in obese 
hypertensive patients with lateral body build and 
a tendency to diabetes who complain of post- 
menopausal haemorrhage. Hugh R. Arthur 


968. Experimental Studies on Cystic Glandular 
Hyperplasia of the Endometrium. II. Inability of 
X-ray Treatment of the Ovaries to produce Cystic 
Glandular Hyperplasia of the Endometrium in Rhesus 
Monkeys. [In English. ] 
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By E. DAHL-IVERSEN and C. HAMBURGER. Acta 
obstet. ginec, scand., 27, 317-326, 1947. 2 figs. 
3 refs. 

The authors have for several years been investi- 
gating the experimental production of cystic 
glandular hyperplasia of the endometrium and have 
shown that it is possible to produce these changes 
in rhesus monkeys by prolonged administration of 
oestrogen. They were stimulated to further studies 
by the work of Schmidt, who produced cystic 
changes in the ovaries and cystic glandular hyper. 
plasia in the endometrium by irradiation with 
X-rays of the ovaries of guinea-pigs. 

Five rhesus monkeys were chosen for the experi- 
ments, and varying doses of X-rays were given at 
prolonged intervals. The monkeys were observed 
over a period of 6 years. Endometrial biopsy was 
performed on several occasions as well as biopsy of 
the ovaries. The results were negative, neither 
cystic changes in the ovaries nor cystic hyperplasia 
of the endometrium being produced. 

Gladys Dodds 


969. Endometriosis. 

By H. G. Bennett. Oklahoma med. Ass., 41, 
11-14, Jan. 1948. 8 refs. 

970. Endometriosis of the Appendix. (Endometriose 
do apéndice.) 

By L. M. Macwapo. 
70-76, Jan. 1948. 5 figs. 

971. The Genesis of Endometriosis of the Bladder 
in Association with Local Hypertrophy of the Vesical 
Mucosa. (Zur Genese der Blasenendometriose ver- 
bunden mit Blasenschleimhautwucherungen.) 

By K. Eversaver. Zbl. Gyniik., 69, 447-456, 
1947. 7 figs., 19 refs. 

972. Pathology and Origin of Endometriosis of the 
Bladder. (Zur Klinik und Entstehung der Blasen- 
endometriose. ) 

By K. Herm. Zbl. Gyniik., 69, 438-446, 1947. 
7 figs., 10 refs. 


Rev. Ginec. Obstet., 1, 


973. Endometriosis of the Umbilicus. 
By B. J. WeIsBanp and C. Monica. Amer. ]. 
Surg., 74, 827-829, Dec. 1947. 2 figs., 8 refs. 


974. Chorionepithelioma of the Liver. (Contributo 


allo studio dei corionepitheliomi ectopici (Corion- 
epitelioma a sede epatica) .) 
By A. Fasanotti. Arch. Ostet. Ginec., 52, 


340-360, Nov.—Dec. 1947. 5 figs., 59 re‘s. 

975. Neoplastic Transformation of Granulosa Cells 
in Grafts of Normal Ovaries into Spleens of Gonadec: 
tomized Mice. 

By J. Furtu. J. nat. Cancer Inst., 8, 7-16, Aug. 
1947. 6 figs., 24 refs, 

When fragments of normal ovaries were grafted 
into the spleens of castrated mice, both male and 
female, nodular growths of granulosa cel!s wer 
obtained. Serial intrasplenic transplantation from 
two of these initial growths was successful; their 
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genuinely neoplastic qualities were shown in the 
one case by transplantability of the tumour into 
the subcutaneous tissue of normal mice and by the 
occasional development of metastases in the lungs, 
and in the other by frequent metastasis to the liver. 
The mice bearing these two transplantable tumours 
showed signs indicative of the production of 
oestrogens by the tumour cells. The experiments 
offer a method of analysis of the factors responsible 
for neoplastic transformation of hyperplastic 
granulosa cells. R. A. Willis 


976. Functional Ovarian Tumours. (Tumores ovari 
cos con funcién hormonal sexual.) 

By E. Novak. Ginec. Obstet. Méx., 2, 407-420, 
Dec. 31, 1947. 12 figs., 26 refs. 

977. Theca Cell Tumour of the Ovary. (Tecoma. 
(Fibroma thecocellulare xanthomatodes ovarii de 
Loeffler e¢ Priesel—Mesenquimoma do ovario de 
Novak. ) ) 

By C. WatanaBE and A. Nazaretu. An. brasil. 
Ginec., 12, 433-448, Dec. 1947. 4 figs., Biblio- 
graphy. 

978. Theca-cell Tumour. (Tecoma.) 

By C. WaTaNnaBE and A. NazaretH. Rev. Med., 
Cir. S. Paulo, 7, 507-521, Nov.—Dec. 1947. 4 figs., 
Bibliography. 

979. Carcinoma of the Ovary Arising in an Endo- 
metrial Cyst. 

By L. D. Moss and A. L. Runats. N.Y. St. J. 
Med., 48, 401-406, Feb. 15, 1948. 7 figs., 22 refs. 

980. Carcinoma of the Ovary Developing on the 
Basis of Ovarian Endometriosis. [In English. ] 

By M. Rauramo. Acta radiol., Stockh., 28, 638- 
643, Nov. 13, 1947. 4 figs., 3 refs. 

981. Bilateral Ovarian Tumour with Granulosa- 
Cell Characteristics. (Tumor bilateral ovarico con la 
apariencia de los de la granulosa.) 

By M. M. PLeGuEzuELo. Toko-ginec. pract., 7, 
23-27, Jan. 1948. 2 figs. 

982. Mesonephroma Ovarii. 

By H. F. Betrincer and H. Jacoss. Med. /. 
Aust., 1, 100-104, Jan. 24, 1948. 7 figs., 13 refs. 


983. Dysgerminoma of Ovary. 

By H. N. CavanauGH. Amer. ]. Surg., 74, 854 
855, Dec. 1947. 

984. Myoma of the Round Ligaments, (Un caso 
de mioma del ligamento redondo.) 

By R. H. Lirta. Toko-ginec. pract.. 7, 15-22, 
Jan. 1948. 6 figs., 6 refs. 

985. Primary Carcinoma of the Fallopian Tube. 
(Carcinoma primitivo da trompa.) 

H. Ferrerra Pinto. An. brasil. Ginec., 12, 179 
189, Sept. 1947. 5 figs., 16 refs. 

986. Primary Tubal Carcinoma. (Primire Tuben- 
karzinome. ) 

By E. Fauver. Geburtsh. u. Frauenheilk., 7, 

154-156, Dec. 1947. 1 fig. 
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Operations. 

987. Conservative Gynecological Surgery. (A 
proposito de cirugia ginecolégica conservadora. ) 

By H. G. San Martin. Obstet. Ginec. lat-amer., 
5, 496-500, Oct. 31, 1947. 

988. Conservative Surgery in Gynaecology. 
(Posibilidades de la cirugia conservadora en _ gine- 
cologia.) 

By C. D. GUERRERO. Ginec. Obstet. Méx., 2, 433- 
449, Dec. 31, 1947. 21 figs., 24 refs. 


989. Discussion on Post-operative Thrombosis. 
Proc. R. Soc. Med., 41, 17-28, Jan. 1948. 2 figs., 
13 refs. 


990. The Pfannenstiel Incision. 
By D. L. Maacurre, J. South Carolina med. Ass., 
43, 356-359, Dec. 1947. 5 figs., 6 refs. 


ggt. Pentothal Sodium Intravenous Anesthesia in 
Major Surgical Interventions on the Genito-urinary 
organs: Its Particular Value in the Poor Operative 
Risk Patient. 

By C. P. Matué and M. H. Ramirez Jaime. /. 
Urol., 58, 163-170, Sept. 1947. 1 fig., 9 refs. 

The authors report the use of intravenous 
““ pentothal sodium ’’ in a series of 155 genito- 
urinary operations; 96 were major operations and 
59 minor. The advantages claimed for its use in this 
branch of surgery are that it is very pleasant from 
the patient’s point of view, does not cause excite- 
ment, does not affect renal secretion, is easy to 
administer, and there is not the grave postopera- 
tive risk of meningitis. It is not contra-indicated 
in cases of cardiac disease, arteriosclerosis, and 
hypertension; recovery is smooth and pleasant. 
These advantages combine to make it the anaes- 
thetic of choice in poor-risk cases. 

The patient is given ‘‘ nembutal ’’ (pentobarbital 
soluble) gr. 1% (0.1 g.) the night before operation; 
half an hour before operation she is given nembutal 
gr. 3 (0.2 g.) and atropine gr. 1/150 (0.43 mg.). 
Nembutal preoperatively is preferable to morphine 
as it does not have the same respiratory depressant 
effect. The pentothal is administered slowly in a 
2% per cent solution, the endeavour being to give 
the minimum effective dose. A litre of normal saline 
is given intravenously in every instance and should 
the blood-pressure fall, plasma is administered. 
Throughout, the patient receives oxygen and carbon 
dioxide through a closed mask. 

There were no fatalities in the series. Respiratory 
paralysis is treated by ‘‘ coramine ’’ (nikethamide), 
lobeline, or ‘‘ metrazol ’’ (leptazol) and by artificial 
respiration. One case of laryngospasm is reported. 
This method is contra-indicated in infants under 4 
years, in people with difficult veins, in patients with 
marked shortness of breath, anaemia, shock and 
hypotension, excessive liver or kidney damage, and 
in cases of obstructive disease of the upper respira- 
tory tract, such as quinsy. Sulphonamides should 
not be administered within the last 24 hours before 
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operation. The incidence of post-operative chest 
and gastro-intestinal complications was minimal. 
G. C. Steel 


992. Radiological Study and Surgical Treatment of 
Congenital Transverse Vaginal Septa. (Etude radio- 
logique et traitement chirurgical des cloisons trans- 
versales du vagin d’origine congénitale.) 

By A. Granjon. Gynéc. Obstét., 46, 303-322, 
1947. 37 figs. 

Congenital closure of the vagina may be partial 
or complete, the latter being the less common. This 
article is mainly concerned with the vaginal surgery 
of the incomplete variety, the author being in 
favour of the vaginal approach rather than the 
abdominal, except in the rare cases of haemato- 
metra. Chemotherapy has greatly reduced the 
dangers of infection. No new technique is 
advocated for the complete occlusions; the 
author condemns circular excision of the mem- 
brane in haematocolpos. In cases of partial 
occlusion preliminary radiological study should be 
carried out by distending the upper vaginal sac with 
‘“‘lipiodoi’’, which outlines this and also the 
uterus and tubal cavities. Whereas British sur- 
geons, having made the vaginal tube by dissection, 
would graft the raw surfaces by McIndoe’s method, 
the author gains room by his method of flap- 
cutting. The lower surface of the stricture has a 
triangular flap cut posteriorly, the apex being at the 
opening of the stricture. This flap is dissected back. 
The exposed stricture is then opened by an antero- 
posterior incision. The mucosae of the upper and 
lower parts are then sutured so as to gain breadth. 

Details are given of 6 patients who were treated 
by the method with satisfactory results. Pregnancy 
followed in 1 case. Kenneth Bowes 


993. Value of Surgical Methods of Correction of 
Uterine Retroversion. (Valor actual de los métodos 
quirtrgicos de correccién de las retrodesviaciones 
uterinas. ) 

By R. G. Herrera and J. LaGrutta. Prensa 
méd. argent., 35, 117-122, Jan. 16, 1948. 11 figs., 
29 refs. 

994. Indications for Removal of a Normal Uterus. 

By R. E. Breren and J. M. HUNDLEY. Amer. J. 
Obstet. Gynec., 54, 321-324, Aug. 1947. 

Among 1,701 hysterectomies performed over a 
10-year period before 3rd Aug., 1946, 300 of the 
uteri were reported as normal. In many of these 
cases the indications for removal of the uterus are 
generally accepted; they include pelvic malignancy, 
tuberculosis, salpingitis, prolapse in older women, 
and intractable bleeding in older women and in some 
cases of chronic pelvic infection. In others there 
appears to have been no indication for the opera- 
tion. This group includes cases of endocervicitis, 
benign ovarian tumours, endometriosis, lower 
abdominal pain and dysmenorrhoea, ectopic preg- 
nancy, cholelithiasis, and cases with no symp- 


toms. Eleven of the patients were under 20 years 
of age, and 99 of them between 21 and 30 years, 
The authors conclude that even in a well-supervised 
teaching hospital hysterectomies are sometimes 
performed with little or no justification for the 
operation. D. M. Stern 


995. Implantation of Folliculin Crystals at Hysterec. 
tomy. (Inclusion de cristaux de folliculine dans le 
hystérectomies. ) 

By J. Bernarp. Brux. méd., 27, 1528-1532, 
July 6, 1947. 

Faced as the gynaecologist must be with the 
removal of uterus and both ovaries in certain con 
ditions before the patient has reached menopausal 
age, his thoughts must turn to the avoidance of the 
well-known castration symptoms. For several years 
the author has practised the implantation of 50 to 
100 mg. of folliculin in such cases. The crystals are 
inserted in a small pocket of the muscle during 
closure of the abdominal wall. 

Studies have been made subsequently of the 
control of symptoms, the pH of the vagina, the 
reaction of the vaginal epithelium to Lugol’s iodine, 
and the composition of the vaginal secretions, All 
these tests have shown normal response over a long 
period (up to some years), thus proving the efficacy 
of the method. Only 7 cases are reported in full— 
5 where the implantation was performed primarily 
at operation and 2 where it was performed subse. 
quently. There were no ill effects from the foreign 
body itself. Kenneth Bowes 


996. Vaginal Hysterectomy with Radical Advance. 
ment of the Uterosacral Ligaments for Pelvic Floor 
Hernioplasty in Cases showing Third Degree Uterine 
Prolapse. 

W. H. VEENBOoER and H. P. Kooistrra. Amer. J. 
Obstet. Gynec., 53, 936-946, June 1947. 6 figs., 32 
refs. 

A modification of the Mayo vaginal hysterectomy 
and repair is recommended and is stated to give 
better results. The utero-sacral ligaments on both 
sides are mobilized, attached to the subpubic arcu: 
ate ligament on either side of the urethra, and sewn 
together, just behind the urethra. In this manner 
104 patients have been operated on during the 
previous 4 years, with 3 failures. There were n0 
deaths or serious post-operative complications. 

D. M. Stern 


997. Vaginal Hysterectomy. 

By O. N. Eastman. N.Y. St. J. Med., 48, 59-% 
Jan. 1, 1948. 

998. The Richardson Technique of Total Abdominal 
Hysterectomy. (Histerectomia total abdominal pela 
técnica de Richardson.) 

By A. Aucusto. An. brasil. Ginec., 12, 34° 
344, Nov. 1947. 1 fig. 

999. An Operative Triad: Neurotomy, Vasoligatute 
and the Removal of Lymph Nodes as a Combined 
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REVIEW OF CURRENT LITERATURE 


Operative Procedure in Advanced Stages of Carcinoma 
of the Cervix Uteri. (Triasoperation. Neurotomie— 
Vasoligatur—Driisenausraumung als Kombinations- 
operation bei fortgeschrittenem Karzinom des Collum 
uteri.) 

By A. MAHNERT. Krebsarzt. 2, 473-480, Nov. 
1947: 53 refs. 

1000. Electrocoagulation of the Endometrium and 
Cervical Mucosa. (Uber die Elektrokoagulation des 
Endometriums sowie der Zervikalschleimhaut. ) 

By A. BAUMANN. Geburtsh. u. Frauenheilk., 8, 
221-226, Jan. 1948. Io refs. 


1001. Ovarian Conservation During Surgery. With 
Reference to Bilateral Dermoids and Endometriosis. 

By A. A. Levi. New. Engl. ]. Med., 238, 83-85, 
Jan. 15, 1948. 9 refs. 

1002. Innervation of the Interstitial Tissue of the 
Ovary. (Innervation de la glande interstitielle de 
lovaire de la femme.) 

By E. van CaMPENHOuT. Brux.-méd., 28, 150- 
158, Jan. 18, 1948. 

1003. Surgical Treatment of 50 Vesico-vaginal 
Fistulae. (Sur la cure opératoire de 50 fistules vésico- 
vaginales. ) 

By R. CouvetatreE. Mém. Acad, Chir., Paris, 
73, 463-469, June 18, 1947. 

The author discusses vesico-vaginal fistula and 
describes the results obtained in 50 cases treated 
by operation. He employs Picot’s vaginal ap- 
proach. The fistula followed obstetrical difficulties 
in 16 cases, and surgical operations, mainly hyster- 
ectomy, in 34 cases. The type of fistula was des- 
cribed as simple in 27 (not involving the sphincter 
or region of the ureters), and cervico-vaginal in 17 
cases (involving the neck of the bladder but not the 
urethra). In 4 patients the bladder neck and the 
whole urethra were involved. Division of the 
perineum was necessary on 33 occasions to gain 
access to the fistula, and in I case a retropubic 
approach was used. There were 46 complete cures, 
2 improvements, and 2 failures. 

Wide separation of the bladder and vagina is 
essential, and is easily effected outside the barrier 
of fibrous tissue. Extensive fibrosis increases the 
difficulty, but the size of the opening is of little 
importance. Much difficulty is experienced when 
the urethra is defective, as approach is difficult and 
there is little tissue. A retropubic operation is often 
better. When the separation is effected, it may be 
possible to close the bladder or the vagina, or to 
close both. The author closes the bladder only, 
but states that closing the vagina alone also gives 
good results. If both are closed a pocket is formed 
which becomes infected and the wound breaks 
down. To gain access it may be necessary to divide 
the perineum and posterior vaginal wall. This is 
best divided in the midline, and when re-sutured 
should be drained. Suprapubic drainage of the 
bladder is not necessary in simple cases of fistula, 
and these heal well with a self-retaining catheter, 
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but if the region of the bladder neck or urethra is 
involved suprapubic drainage is essential. 

Cases of complete loss of thesphincter and urethra 
are very difficult to cure. With loss of the sphincter 
only it is possible to re-insert the urethra. Alterna- 
tively the fistula can be closed completely and later 
a hole bored through from the urethra into the 
bladder. With complete loss of the urethra the 
procedure of Marion may be adopted. In this the 
whole area of the urethra and bladder neck is 
allowed to heal by fibrosis, and later a tunnel made 
through the fibrous tissue. Such an operation gives 
control but may be followed by obstructive 
symptoms and is not ideal. Transplantation of 
ureters, though giving good results, is not often 
practised in France, and the author favours plastic 
reconstruction of the urethra by forming a tube 
lined with epithelium—a method which he is trying 
at present. L. W. Lauste 


1004. Treatment of Vesico-vaginal Fistula. (Trata- 
miento de la fistula vésico-vaginal.) 

By R. VarGas ZALazar. Arch. Soc. Ciruj. 
Hosp., 17, 487-491, Sept. 1947. 2 figs. 

1005. Surgical Cure of Urinary Incontinence in 
Women. 

By R. W. TELINDE. Ann. Surg., 126, 64-97, 
July 1947. 14 figs., 23 refs. 

Varying degrees of urinary incontinence are very 
common in women and cause much distress. In 
general, surgical treatment is not satisfactory, 
because of lack of a complete knowledge of the 
anatomy and physiology of micturition. Moreover, 
operations are frequently performed at injudicious 
times. 

Excluding rare causes, such as congenital abnor- 
malities, the author, who works at Johns Hopkins 
Hospital, Baltimore, describes the following main 
groups of cases: (1) stress incontinence of different 
degrees; (2) vesico-vaginal fistula; (3) defects of the 
urethra or sphincter; (4) incontinence due to neuro- 
logical causes; (5) uretero-vaginal fistula. It is 
important to exclude inflammatory lesions by 
cystoscopy. 

Varying ‘‘ cure rates ’’ are reported in the treat- 
ment of stress incontinence (Kelly 80 per cent, and 
Watson 66 per cent). The author favours vaginal 
operation in the first instance, and uses a modifica- 
tion of the methods of Kelly and of Kennedy. He 
reinforces the whole length of the urethra posteriorly 
by two rows of mattress sutures of medium silk, 
and then excises the redundant vaginal mucosa and 
closes the vaginal wall. Any cystocele present is 
of course dealt with. This operation in 249 cases 
gave go per cent satisfactory results, and 5 per cent 
of patients had some relief. The failures were in 
cases with sphincteric weakness alone rather than 
those with cystocele. In other cases the Aldridge 
modification of the Goebell-Frangenheim-Stoeckel 
operation has been used with success. Aldridge’s 
results have been confirmed by the author. This 
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operation is of use, too, in selected cases of neuro- 
logical lesions, but did not bring relief where 
attempts had been made to reconstruct a urethra. 
In the vaginal part of the operation the author does 
not dissect the tissues lateral to the urethra but 
pushes a Kelly clamp down retropubically from 
above, guiding it to the correct area by a finger. 

An excellent epitome of the history of the repair 
of vesico-vaginal fistula is given; Sims’s only original 
contribution was the use of silver wire as a suture 
material. For this and for the excellence of his 
results he is justly famous. Since his time there has 
been no revolutionary change in technique. The 
author quotes 41 cases during the 10-year period 
under review. Of these no fewer than 15 fistulae 
were due to total hysterectomy by the abdominal 
route, and only 8 followed vaginal delivery; 37 were 
cured by operation. Individual care, planning of 
the type of operation, and care in postoperative 
treatment are essential. The vaginal route is used 
almost exclusively. The author closes the bladder 
mucosa with catgut and the vaginal wall with silver 
wire. He stresses the danger of too early operation. 
For the high fistula following hysterectomy he 
favours the Latzke operation. He uses milk as a 
testing medium instead of the more usual methy- 
lene blue. The sloughed urethra has been recon- 
structed by the flap method. No remarks are made 
on the results, but the difficulty of obtaining 
sphincter control is mentioned. 

Uretero-vaginal fistulae are operated on about 6 
weeks after their appearance. Nephrectomy is a 
confession of failure, though it may be necessary if 
the kidney is infected. In general, an abdominal 
approach with anastomosis or implantation into the 
bladder is favoured. It is most essential to test the 
renal function. 

[This paper forms an excellent short review on 
this subject and is well worth reading. | 

Kenneth Bowes 


1006. Operative Treatment of Insufficiency of the 
Bladder Sphincter. (Die operative Behandlung der 
Blasensphinkterschwiiche. ) 

By A. Mayer. Zbl. Gynik., 69, 418-422, 1947. 
4 figs., 11 refs. 
of Incontinence of 


1007. Successful Treatment 


Urine due to Spina Bifida Occulta by Martius’s Tech- 
nique (Fat and Bulbocavernosus Flap Transplant). 
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(Erfolgreiche Behandlung einer durch Spina bifida 
occulta bedingten Harninkontinenz mit Hilfe der 
Bulbokavernosus-fettmuskellappenplastik nach Mar- 
tius.) 

By R. K. Kepp. Zbl. Gynik., 69, 433-437, 1947. 
I fig., 27 refs. 

1008. Clinical Features of Transperitoneal Opera. 
tions for Deeply Situated Ureteric Calculi. (Zur 
Klinik der transperitonealen Operation tiefsitzender 
Uretersteine. ) 

By W. Watz. Zbl. Gynik., 69, 487-493, 1947. 
5 refs. 


1009. Bilateral Ureteric Fistulae and Ureter Im. 
plantation in Infection of the Kidneys. (Uber doppel- 
seitige Ureterfisteln und Ureterimplantation bei in- 
fizierter Niere.) 

By K. Jaroscuka. Zbl. Gynik., 69, 493-499, 
1947. 2 figs. 


Urology. 

1010. Stress Incontinence of Urine in the Female, 

By T. MILLIN and C. D. Reap. Post-Grad. med, 
J. 24, 51-56, Feb. 1948. 10 figs. 

1011. Errors in the Diagnosis and Treatment of 
Heterotopic Ureteric Orifices. (Uber die Irrtiimer bei 
der Diagnose and Therapie heterotop miundender 
Ureter.) 

By W. StTorEckeL. Zbl. Gynik., 69, 485-487, 
1947. 1% vet. 

1012. Carcinoma of the Urethra in the Female, 

By M. SENG and M, Stminovitcu. Canad. med. 
Ass. J., 58, 29-33, Jan. 1948. 3 figs., 16 refs. 

1013. A Ureteric Anomaly Verified During a Wert- 
heim Operation. (Anomalia ureteral verificada no curso 
de uma operacdo de Wertheim.) 

By D. Ramos. Rev, Ginec. Obstet., 1, 78-89, 
Jan. 1948. 9 figs., 4 refs. 

1014. A Contribution to Ureterolysis. 
zur Ureterolysis.) 

By W. STokEKEL, Zbl, Gyndk., 69, 427-433, 1947: 
1 ref, 


(Beitrag 


Miscellaneous. 

1015. Spontaneous Amputation of the Fallopian 
Tube. 

By F. M. FLicKINGER and J. C. Masson. Amer. 
]. Surg., 74, 850-853, Dec. 1947. 1 fig., 8 refs, 











